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3am TELEPHONE RANG recently at 2 a.m., and 
although its rude clamor at that unseemly 
hour was not exactly welcome, we did not 
lift the receiver with resentment. The need 
for availability of one’s doctor under urgent 
conditions has always ap- 
| po pealed to us as of equal 
importance with the 
question of his compe- 
tence. We need and enjoy 
our sleep as much as anyone, but we sense 
at the same time that a doctor who cannot 
or will not respond to emergencies is as mis- 
cast in his career as a farmer with deep dis- 
taste for outdoor life or a school teacher who 
hates books and children. 

The really dismaying part of our tele- 
phone call was not the hour but the fact that 
we were asked to come to see a man in re- 
current renal colic because “my doctor says 
he does not take night calls.” The specialist 
of his first choice had seen and treated him 
in the afternoon, but at midnight he was no 
longer interested in grappling with the prob- 
lem. 

Unless we are resigned to continuation 
of the dismal trend toward the deadly medi- 
ocrity of a socialized system of medicine, our 
profession must vigorously condemn the at- 
titude that a doctor’s obligation to his patient 
can vary with the clock or the day of the 
week. It must be axiomatic that a patient’s 
doctor at 2 p.m. is also his doctor at 2 a.m. 
Where the physician’s age or state of health 
does not permit such follow-through, it be- 
comes his plain duty to make arrangements 
with a younger or healthier man for coverage 
and then to let patients know where they 
can turn in case of emergency. 

The five-day week and the eight-hour day 
are no doubt wonderful for assembly-line 
workers, but until disease can be taught to 
keep union hours, such concepts have no 
place in the thinking of dedicated physicians. 


R. P. Middleton 
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_ = DEBATE STILL RAGES. Most state medical 
societies and the American Medical Associa- 
tion are on record repeatedly through their 
respective houses of delegates against the 
compulsory inclusion of physicians under the 

Social Security laws and 
Physicians and the attendant taxes. A 
few eastern state medical 
organizations have taken 
the opposite view. Hos- 
pital dressing rooms, county medical society 
meetings—seemingly wherever a few doctors 
gather even socially, the conversation fre- 
quently begins or ends with a discussion— 
sometimes heated—over the advantages or 
disadvantages. 

This Journal believes that Dr. Edgar M. 
End of Wauwatosa, Wisconsin, has summed 
up our arguments against such inclusion 
better than has been done in any recent 
statement. With his permission and that of 
the Wisconsin Medical Journal, which pub- 
lished his statement in its October, 1959, 
issue, we reproduce Dr. End’s argument in 
full: 


Social Security 


Tell ya what ’'m gonna do 

Suppose a flashy character walked into your 
office and said, “Doc, I’ve got just the investment 
you’ve been waiting for. You won’t get any certifi- 
cate to show that you own it and you'll have to 
keep paying on it every year or you'll go to jail. 
This year it’ll only cost you about 500 iron men, 
but we’ll see that you get a price rise regularly; 
and there’s no limit to how high it can go. You'll 
have to retire at 65 to get anything out of it, but 
the majority of doctors don’t quit that young, so 
you'll probably only get $250 to bury you instead 
of the thousands that you paid in. Don’t let that 
discourage you, though, old man, because the 
owners have been dipping into the till and the 
whole darn thing’s liable to go bankrupt unless 
you stockholders bail it out. It’s a mutual com- 
pany, you know.” 

Don’t throw the fellow out! He isn’t crazy and 
he isn’t a crook. He’s just an unusually honest 
salesman trying to sell you Social Security. If you 
don’t interrupt him, he may tell you that the boss 
of Social Security, Administrator Charles Schott- 
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land, is an honest man, too, and in 1958 told inter- 
viewers that SOCIAL SECURITY IS A TAX AND 
NOT AN INSURANCE CONTRIBUTION, as the 
guardians of the Welfare State would prefer to 
have you believe. If you listen carefully, you may 
learn that: 

1. Most MD’s don’t quit practice at 65; and 
the best they can expect to get for their thousands 
in Social Security Taxes is a $250 burial fund. 

2. Social Security is government competition 
against private enterprise. 

3. No participant has any vested rights or con- 
tract to protect him; and the whole set-up can be 
changed at the whim of Congress. 

4. Legalized in 1939 as an emergency relief 
measure, all attempts at keeping the program on 
a sound actuarial basis have been abandoned; pay- 
ment of premiums into a reserve fund has been 
discontinued; and the program is now in the hands 
of social planners who use it to replace individual 
initiative with abject dependence on the state. 

5. The Act has been amended many times, 
without concern for the participants, and the tax 
will continue to be raised by Congress. 

6. Benefits have never been raised on a sound 
actuarial basis but have come from vote-hungry 
Congressmen under pressure from labor unions 
and social planners. 

7. In 1954 the House Ways and Means Com- 
mittee revealed that: 

(a) There was not enough in the trust fund, 
even at that time, to pay future benefits; 

(b) In 1952 the average benefits equalled $24 
for each 50 cents paid in; and in 1954 Social Se- 
curity was paying out $30 for every 50 cents col- 
lected in taxes; 

(c) Total benefits to some individuals amount- 
ed to several hundred times the amount paid in. 

8. Today Social Security is speeding toward 
bankruptcy by paying out MORE THAN 60 TIMES 
AS MUCH AS IT IS TAKING IN! 

9. At the present rate, each doctor would pay 
about $500 a year in additional taxes; and this 
amount will certainly be increased. 

10. In event of a doctor’s death, his wife would 
receive benefits only if she were 62 years old and 
earning less than $100 per month, or if she were 
less than 62 and had dependent children under 18 
years of age and an annual earned income of less 
than $1,200. All payments would stop if she re- 
married or the youngest child reached 18. No 
legitimate insurance policy would contain such 
limitations. 

11. Most young physicians would be better off 
financially buying insurance from regular insur- 
ance companies. 

12. The Social Security Administration would 
have you believe that your payments are held in 
trust to pay future benefits. THIS IS NOT TRUE! 
In May, 1957, the unfunded obligation of Social 
Security was $300,000,000,000 (300 billion dollars) 
WHILE THE NATIONAL DEBT WAS ONLY 
$270,000,000,000! OF THIS STAGGERING SUM, 


30 


THERE WAS LESS THAN ONE-FOURTH OF 1 
PER CENT (about 22% cents per $100) IN THE 
SO-CALLED “FRUST FUND”! Unknown to the 
participants, MORE THAN 99.75 PER CENT of 
their contributions had been spent by the govern- 
ment for foreign relief handouts, socialistic relief 
programs, and other government boondoggling and 
had been replaced by treasury notes and certifi- 
cates. When it comes time to redeem these I10Us, 
we and our children will be taxed again and again 
to pay back money that was originally taken from 
us as taxes. 

13. If the medical profession accepts Social 
Security, you will participate or your property 
will be seized for non-payment of taxes; and you 
may even be sent to jail. You will have no choice. 
THIS IS VOLUNTARY SLAVERY! 

14. Participation by the medical profession will 
deliver us as a group into the hands of the govern- 
ment planners who have sworn to bring socialized 
medicine to this great nation whose strength lies 
in the ability of its citizens to provide for them- 
selves. 

15. The argument that “the legal profession 
has accepted Social Security” is invalid because 
this acceptance came about as the result of a 
parliamentary trick engineered by a small group 
and did not represent the desires of the majority 
(who are now heartily discouraged with the whole 
thing). 

16. If we accept Social Security, it will kill 
any chance for real retirement legislation such as 
the Simpson-Keogh Bill under which, INSTEAD 
OF PAYING MORE TAXES, we could defer the 
tax on a substantial part of our income if it were 
put into a retirement investment. 

17. Finally, as a group, let us shun any “hurry 
up and get on the gravy train” appeals to greed 
and thus show the world that there still exists 
one profession in which decent men ask, “What 
can I do to serve my country?” and not, “What 


can I get out of it?” Edgar End, MLD. 


cian COMMUNISM WAS CHALLENGED recent- 
ly to show that it could do a better job 
than U. S. medicine and industry is doing in 
discovering drugs and making them available 
“to alleviate the diseases that plague man- 
kind.” The challenge was 
issued by John T. Connor, 
President of Merck and 
Company, in a speech be- 
fore the annual meeting 
of the American Association of Medical Clin- 
ics. Mr. Connor revealed for the first time the 
story of his company’s 15-year basic research 
program that resulted in a major break- 
through in knowledge of kidney physiology 
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and in a new drug, Diuril, a significant ad- 
vance in therapy for 1,500,000 hypertensive 
and diuretic patients. He pictured this as an 
example of the collaboration existing be- 
tween American scientists and industry: 

“Nikita Khrushchev, Anastas Mikoyan 
and other Soviet leaders have been telling us 
that communism can do a better job of or- 
ganizing the productive resources of society 
for the advancement of the human race. 

“T challenge them. Specifically, I chal- 
lenge Soviet communism to do a better job 
than U. S. capitalism of discovering, develop- 
ing, producing and distributing new and ef- 
fective drugs to alleviate the diseases that 
plague mankind. I will even give the Soviets 
a 10-year handicap for this peaceful compe- 
tition,” Mr. Connor declared. “If their phar- 
maceutical industry—including research—is 
doing a better job for the Soviet people by 
1969 than we did for ours in 1959, we shall 
declare them the victors, and there will be 
no victim except disease.” Mr. Connor told 
the physicians that the pharmaceutical in- 
dustry is spending almost $200 million for 
research in 1959, a great deal of it for basic 
research. 

Speaking on “Federal Responsibilities in 
the Field of Health,” Mr. Richardson pointed 
out that while the federal government seeks 
to respond to needs and opportunities for sup- 
port of research, “we are concerned that 
governmental action should not needlessly 
impede or weaken the responsiveness to indi- 
vidual needs that is most readily found in 
sources close to the individual. Just as in 
economic matters we do not displace private 
initiative, so in social ones we do not displace 
private charity.” Mr. Richardson discussed 
the present federal role in medical research, 
support of teaching, aid in provision of more 
hospitals and medical facilities, organization 
of health services, proposals for medical care 
of the aging, and preventive health measures. 

Dr. Watt described the growth of the fed- 
eral program for aid to medical research, 
through the National Institutes of Health of 
the U. S. Public Health Service. Until 1946, 
the institutes conducted a strictly intramural 
program, but since that time a constantly 
larger proportion of the increased federal 
appropriations for medical research has been 
devoted to research grants, chiefly to medical 
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teaching institutions throughout the U. S. At 
present, Dr. Watt said, about 80 per cent of 
the N.I.H. medical research funds go to pri- 
vate investigators and private institutions as 
research or training grants, and this propor- 
tion is growing. “Medical research has reached 
the point where we can say we are doing a 
creditable job,” Dr. Watt declared. “But our 
present expenditure is big only in relation to 
what we were not doing in the past. 

“In relation to the opportunities we have 
for investment in better health for our people, 
our medical research budget is modest, in- 
deed.” 


= YOU WATCHED your receptionist go 
through the morning mail lately? My recep- 
tionist frequently labors through the front 
door with a large armload of mail, plops it 
on her desk, and starts sorting it. When she 
has finished, there are 
generally four piles — 
Phe High Cost three small, one large. 
Of Drugs The large one she files in 
the circular file beneath 
her desk. 

This large pile has concerned me many 
times, for it should stimulate some thinking. 
Here you will find different types of adver- 
tising and literature from various drug 
houses. Some of it is elaborate, expensive, 
and novel. How much does it cost to produce 
this? How many doctors care or have time to 
read any or all of it? Is this a good way to 
disseminate information about drugs, especi- 
ally new and unique ones? Some drug houses 
ask this question of the doctors. 

Many patients complain about how ex- 
pensive medicine is and ask us why it should 
be so. When this happens to me, I think of 
the time and research that goes into develop- 
ing the wonder drugs—and also of the big 
expensive piles of literature my receptionist 
throws away. Furthermore, there are the 
gimmicks made of plastic, cardboard, and 
metal one finds upon his desk. What a waste 
of time and money! How much does this add 
to the price of drugs? 


continued on next page 


*We believe our colleague who submitted this has a good 
point. Perhaps one or more pharmaceutical representatives 
would like to submit an editorial or Letter to the Editor in 
rebuttal! 
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It is important that we doctors shall be 
informed about drugs, especially those that 
are new and unique. It seems reasonable that 
this is the job of the detail man. When well 
informed, he should and can be the best 
means of getting the information to the doc- 
tor. If the pharmaceutical manufacturers 
must spend great sums of money to dissemi- 
nate information, why not use it to educate 
more and better detail men? Some already 
are assets to their firms and a boon to our 
profession. However, the detail man who is 
not well versed or who tries to cram his 
product down your throat is about as wel- 
come as the large stack of literature that we 
haven’t time or inclination to peruse—but 
he’s not quite as easy to consign to the per- 
manent file! 

Why not have well and better educated 
detail men, cut the price of drugs, and relieve 
our receptionist of unnecessary work? 


R. J. Groeger, M.D. 


a RECENTLY passed through an era of 
“rigging” in entertainment and advertising 
programs, an amusing form of deception was 
recently narrated in daily papers. It ema- 
nated from the International Livestock Ex- 
position in Chicago. Fourteen 
steers were disqualified for 
what show officials described 
as “rigged body contours.” The 
animals showed evidence of 
tampering about the flanks—an unethical 
practice. Swelling and scar tissue indicated 
the steers had been given injections of oil or 
paraffin, maybe air, beneath the hide, to fill 
out depressed areas and improve the animals’ 
appearance. 

So--o-o---, here we go! Many of you will 
guess what is coming; and those who don’t 
had better take a shot of testosterone, or 
something. Let’s pass up the fortunes spent 
on cosmetics and in beauty parlors and, in 
passing, note some rigging which people seek 
and find—not rarely with the aid of our pro- 
fession and guided or misguided by partially- 
informed writers. (Incidentally, have you 
ever heard of ghost writers?) Someone is 
bound to wonder how come we bow to live- 
stock dealers when it comes to ethics! 
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There are plenty of goods and ample 
equipment in the world, but they are not 
equitably distributed. Examples are too nu- 
merous to mention. One woman would give 
anything to hang her burdensome breasts 
over the bedpost when she retires; another 
will sleep on subcutaneous baseballs, taking 
her chances on what they will be doing with- 
in another decade or two, in order to be in 
line with the nebulous norm of 36-24-36. The 
world is full of extremes—thin, fat; ample, 
flat; plain, pulchritudinous; bald, tonsorially 
adorned—to name but a few. Between these 
limits, the average among us abide. And 
wouldn’t it be a dull world were it not for 
the others, the characters who make life 
worth living and history worth recording? 

It has been said that appearance is what 
we seem to be, reputation is what others 
think of us, but character is what we really 
are. Somehow only the latter long survives, 
so why all the rigging along the way? How 
about the beauty contestant who was dis- 
qualified when the judges found out (we 
don’t know how) that she wears falsies? 
Then there was the gay blade who decided 
to quit swashing his buckles and settle down. 
He picked her out, with his customary em- 
phasis upon vital statistics, the uppermost 
being forty-plus. She loved his abundant 
wavy locks. But when the chips were down, 
her assets attested the broad application of 
polyethylene derivatives, and his was Max 
Factor’s best. Who did what, with what, and 
to whom? That’s the question. 

Webster defines ethics as “the science of 
moral values and duties; the study of ideal 
human character, actions, and ends.” Whether 
it be entertainment, judging of man or beast, 
evaluation of feminine appointments, buying 
a watch, choosing a mate or otherwise shap- 
ing our ends, isn’t it unfortunate that modern 
prestidigitation makes it so difficult to know 
what we are selecting? At once, that is! 
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Experiences with hypnosis 


A memo to physicians 
pleading for wider use of 
this therapeutic tool. 


ALL OF US WHO PRACTICE GENERAL MEDICINE, 
especially in smaller communities, have been 
disturbed constantly through our inabilities 
to treat the so-called neurotic. We have sent 
him to psychiatrists with somewhat better 
results, but he always returns to us. His blad- 
der is spastic and painful; he has abdominal 
pains, cardiac neuroses, or any of a host of 
other complaints. He is constantly with us 
and we are ail too prone to tell him, “It is all 
in your head, forget it.” The fact remains, 
however, that this patient is sick—probably 
more so than many of those with entirely or- 
ganic diseases. He hurts; he is uncomfortable 
and emotionally disturbed, and his problem 
is a real threat to his usefulness as a citizen. 
It is the purpose of this paper to recount 
some personal experiences with treating these 
patients with a new application of one of the 
oldest methods of treatment we know—hyp- 
nosis. 

Neuralgias appear to be in many instances 
emotional or influenced by emotion, and can 
be relieved by hypnosis. This is, of course, 
not true of all neuralgias, but this writer has 
seen several that were completely relieved, 
some without even the necessity of determin- 
ing the cause. 

To say that the ulcer patient is a neurotic 
would be a rather broad statement, but cer- 
tainly many of them respond well to psycho- 
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in general practice 


O. E. Torkelson, M.D., Lusk, Wyoming 


therapy and this writer has found that re- 
education with hypnosis has been successful 
in preventing recurrence and in keeping this 
difficult patient well after use of alkalis, diet, 
et cetera, have healed the ulcer. Here, too, 
with hypnosis antispasmotics are many times 
almost entirely unnecessary. 

As with ulcer patients, one could hardly 
say that all coronary patients are neurotics 
and yet, here again, a thorough understand- 
ing of his emotional problems, fears, and ap- 
prehensions and the application of hypnosis 
can leave him free of chest pains. In the 
hands of this writer it has been much more 
effective than any of the vasodilators he has 
used. Often a weak or thready pulse can be 
improved and even irregularities can be reg- 
ulated at times. 

Hypnosis has been used since ancient 
times by faith healers, various religious heal- 
ers, and by few physicians. Probably all 
of us indirectly practice it through the use 
of placebos and various forms of suggestion. 
It is now coming into wider usage by medical 
men in many ways, and I believe will be a 
reliable aid in many problems of the general 
practitioner. To call all or most of these 
patients neurotic has always seemed to me 
to be completely bypassing the true nature 
of his disease. They are human beings with 
problems and conflicts which are usually 
multiple and often complex. When a person 
converts deep emotional conflicts into surface 
manifestations or symptoms a much deeper 
insight into his problems is called for than just 
calling him a neurotic and covering up with 
sedatives and tranquilizers. Often his prob- 
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lem may stem from a single painful experi- 
ence in childhood which, when properly 
evaluated, can solve the major portion of it. 
A patient, for example, had violent and con- 
tinuous abdominal cramps over many months. 
It was determined by age regression that 
these resulted from a painful experience 
when the young lady was six years old. 
Through two hypnotic sessions it was pointed 
out to her that since the experience had long 
since been passed, the symptoms were no 
longer necessary. This apparently resulted in 
full recovery. 

In conclusion, it must be said that the 
modern use of hypnosis is very new and 
much scientific data must be accumulated. 
Meanwhile, it offers a useful tool in the 
hands of the general practitioner who realizes 
that a large percentage of his practice is com- 
posed of people whose illnesses are purely 
emotional and yet not in the realm of the 
psychiatrist. Likewise, he knows that the 


Emphasizing the importance of pelvic 
plus whole-patient evaluation 
for all those who include women 


in their practices. 


GYNECOLOGY IS IN TRUTH THE “BIRTH-CHILD” of 
obstetrics, and some of the ills of woman- 
hood spring from parturition and its compli- 
cations. Apart from this, benign and malig- 
nant pelvic disease appears more often pri- 


*William R. Lovelace lecture, Lovelace Foundation for Medi- 
cal Education and Research, presented January 30, 1959, Albu- 
querque, New Mexico. Dr. Scheffey is Professor of Obstetrics 
and Gynecology, Emeritus, Jefferson Medical College and 
Hospital, Philadelphia. 
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portion of his practice representing organic 
illness is affected to a great degree by emo- 
tion. 

Much has been written concerning the 
dangers of hypnosis, and it is true that psy- 
chosis can be produced through its injudi- 
cious application. It is likewise true that 
diagnosis can be overlooked or covered up. 
But is this not true of antibiotics, tranquil- 
izers, steroids, or of any other branch of 
medicine? It is my opinion that hypnosis 
judiciously used by the general practitioner 
within the scope of his practice is no more 
dangerous, and probably less so, than any 
other dangerous or potent remedy. It is not 
the use, but rather the abuse, of these tools 
which is harmful. This, as with any other 
branch of medicine, is within the scope of 
each physician’s conscience. It behooves us 
all to give careful thought to a method which 
can give comfort as well as aid in the healing 
of disease. * 


In maintenance of maximum health 


Lewis C. Scheffey, M.D., Philadelphia, Pennsylvania 


marily, but may accompany the pregnant 
state. 

Medicine for generations past dealt al- 
most entirely with relief of symptoms; even 
the crude surgical procedures of centuries 
ago fell into disrepute and gave way to sooth- 
sayers and bizarre potions. It was not until 
the first half of the nineteenth century that 
abdominal surgery came into being again 
with a few cesarean sections—some disas- 
trous—and surgical invasion for aspiration 
of, or removal of, ovarian cysts. So obstetrics 
and gynecology enjoy a heritage of distinc- 
tion in this respect. Antisepsis and asepsis 
made way for safer surgery as the twentieth 
century dawned and progressed to the an- 
esthetic, pre- and postoperative technics that 


Rocky Mountain MEpIcAL JOURNAL 


a 
we 
wit! 
ma 
tha 
i 

ins« 
corn 
4 Ext 
7 pre 
son 
rel. 
hal 
4 pel 
or 
cia 
Av 
int 
of! 
7 to 
re 
4 ur 
sil 
be 
A 
/ \ itd ICCC in 
re 
4 
t 
te 
i 
| 
| 
— = | 
H 


we take for granted today. This can be said 
with assurance, in spite of the present dilem- 
ma of widespread staphylococcic invasions 
that mock many a revered antibiotic and 
insolently challenge them to continuous 
combat. 


Extent of survey 


Of equal importance to distinctive surgical 
problems in gynecology—even more so in 
some instances—are the general complaints 
related by the patient in consultation. It is 
hard at times to sort the wheat from the 
chaff, but patience is a virtue. The subsequent 
pelvic survey may reveal only a minor lesion 
or none at all, and a note to the family physi- 
cian or reference to a colleague suffices. 
Avoid preconceived ideas, however. 

A gynecologic examination by its nature 
includes the rectum and abdomen. Also, it 
offers a unique opportunity for the examiner 
to check on the head and neck, breasts, chest, 
regional nodes and extremities. Catheterized 
urinalysis at an initial examination precludes 
concern if red and white cells are absent, 
since the voided specimen is less reliable, 
being contaminated by vaginal secretions. 
Attention to symptoms and thorough exam- 
ination may seem like a tremendous order, 
but I fear that too often specialists fail to 
regard the patient as an entity, and perhaps 
unconsciously tend to fit the pattern of com- 
plaint to the specialty practiced. With these 
preliminary thoughts in mind, let me turn 
to the contribution that the gynecologist can 
make out of his experience, toward the main- 
tenance of maximum health in women. 

As puberty develops, problems arise with 
respect to abnormalities that range from re- 
tarded onset of menses, minor discharge or 
intermittent pain. These may be disregarded 
by the watchful parent for a while, but it is 
better to exclude by appropriate consultation 
and examination such things as malforma- 
tions and tumors of the vagina and pelvis. 
There is a preconceived idea that such a sur- 
vey will in some way derange the child’s 
psychic processes, but such instances have 
been almost totally lacking in my experi- 
ence. When negative in result, the survey is 
reassuring to the parents, furnishing in ad- 
dition, a base line for observation of a young 
girl’s future development. 
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With maturity and marriage some of these 
same problems may arise, to which may be 
added those of marital maladjustment, ap- 
parent infertility, pelvic infections, benign 
tumors, neoplasms, endometriosis and tuber- 
culosis. To these we add acquired lesions 
that result from miscarriage, precipitate la- 
bor, and those due to prolonged parturition 
and dystocia. Differentiation of acute appen- 
dicitis from renal and adnexal lesions, unless 
thoroughly studied, may result in unfortu- 
nate surgical procedures and complications 
that may radically blight the future of young 
women, single or married. 

As the menopausal and postmenopausal 
era comes into the picture, pelvic malignan- 
cies increase in incidence and offer a constant 
diagnostic challenge. So does the differentia- 
tion of left lower quadrant lesions from recto- 
sigmoidal lesions. Even cancers of the vulva 
and vagina, obvious as they may seem to be, 
can advance amazingly before being diag- 
nosed. 


Dividends in health 


What do the foregoing statements add up 
to in terms of improved health and comfort, 
and what part does gynecologic discipline 
and modality play in solving these questions? 
In two ways, I think: 

First, by the furtherance of thorough pel- 
vic evaluation, not only in the course of 
periodic health maintenance examinations of 
well women, but certainly in the case of 
those who are ill, and either ambulatory or 
in hospitals. In the latter instance especially, 
the work that has been done in Philadelphia 
during the past decade through the activities 
of the Committee for the Study of Pelvic 
Cancer under the aegis of the County Medical 
Society, has ferreted out case after case of 
pelvic disease, malignant and benign, that 
was missed both in office and hospital prac- 
tice by omission of routine pelvic examina- 
tion! 

Second, by wise and experienced appraisal 
of pelvic lesions found during the examina- 
tion of both well women and those presenting 
symptoms. In the case of the former, asymp- 
tomatic uterine fibroids are a common lesion 
found. Occasionally, huge fibroids are pres- 
ent, of which the host may be unaware, and 
in which removal is desirable, but many are 
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inconsequential and asymptomatic. Hyster- 
ectomy, and often oophorectomy, is carried 
out during the third and fourth decades for 
meager reasons indeed. Symtomless patients 
are told from time to time that “cancer may 
develop,” when as a matter of fact the tissue 
transformation that can occur is a sarcoma- 
tous one and of relatively low incidence. 

In ailing women, on the other hand, fi- 
broid tumors may well be at fault, particu- 
larly submucous ones, and incidental polyps 
may also be present. In such instances, treat- 
ment should be highly selective, and with a 
high index of suspicion that uterine cancer, 
per se, may likewise be present. This thought 
applies especially to corpus cancer with its 
well-known symptomatic triad of obesity, 
hypertension, and high blood sugar levels. 
The judicious use of the uterine cell tests, 
fractional curettage, and definitive types of 
cervical biopsy will do much to avoid the 
pitfalls that may result in faulty and in- 
adequate uterine cancer therapy. 


Uterine cancer 


Actually, uterine cancer takes a toll of 
15,000 women annually, and on this basis it 
is an important keystone in a health-mainte- 
nance program. That the accessibility of the 
uterus makes prompt diagnosis possible may 
be evidence of the fact that the death rate 
has declined 40 per cent in 25 years. Never- 
theless, the American Cancer Society’s sta- 
tistical bureau estimates 32,000 new cases 
this year. The diagnostic methods just men- 
tioned as necessary to avoid errors in the 
management of fibroids are, of course, used 
primarily in the study of women having ab- 
normal uterine bleeding, either pre- or post- 
menopausal, and for the purpose of prompt 
diagnosis and treatment of uterine cancer. 
Early diagnosis has been greatly enhanced, 
too, by the growing use of the Papanicolaou 
technic in the routine pelvic examinations of 
all women, with the possibility thereby of 
discovering lesions even in the non-invasive 
state. However, this diagnosis must be made 
with mature consideration, based on the abil- 
ity and experience of the cytologist and cyto- 
pathologist who can only interpret accu- 
rately-taken and technically well - stained 
smears. All uterine smears indicating non- 
invasive or invasive cancer of the cervix or 
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corpus must be confirmed by biopsy and 
curettage before treatment is begun. 

It is plainly to be seen that reduction of 
uterine cancer mortality by early diagnosis 
still remains the number one task of the 
gynecologist equipped to maintain and better 
the health standard of women. Gynecologic 
groups constantly urge their colleagues in 
general practice and internal medicine to 
participate in the forward looking advantages 
that cytologic methods offer. I would also 
urge that this discipline be used in the care 
of obstetric patients during the prenatal and 
postpartum periods, for cancer can occur in 
the pregnant woman, to the extent of 3 per 
cent, in Ullery’s recent study. 


Breast cancer 


The gynecologist’s chance to examine the 
breasts has been mentioned. He is particu- 
larly qualified for this task because of his 
knowledge of their endocrine relationship 
with ovarian function. This offers a magnifi- 
cent opportunity in preventive medicine 
when it is realized that approximately 19,000 
women die annually from breast cancer. This 
involvement represents a rate of perhaps 35 
cases per 100,000, all but 4 per cent between 
the ages of 40 and 60. This tragic loss can 
be reduced, not only by a physician’s exam- 
inations, but by the instruction of women in 
self-examination of the breasts. The Phila- 
delphia County Medical Society’s “Commit- 
tee for the Study of Breast Cancer” has 
learned that to date the vast majority of 
breast cancers have been discovered by wom- 
en themselves. 

Along with the benign and malignant 
conditions of the uterus, the question of 
ovarian and adnexal diseases must be men- 
tioned with equal emphasis. Enlargements 
here are even more difficult to evaluate. 
For that reason more errors are likely to be 
made in this area, to the detriment of the 
patient, and to the sorrow of the physician. 


Appendix and ovary 


But first let me discuss a situation that 
is pathologically benign but potentially er- 
roneous. I refer to what I have termed during 
my teaching career the “appendicitis-ovarian 
cyst” syndrome. It is usually encountered in 
teenagers and younger women, and I am 
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sure it will be recognized by the readers. 
The complaint is one of acute or sometimes 
recurrent attacks of pain in the right side, 
not associated with urinary tract symtoma- 
tology. Appendicitis is diagnosed, the re- 
moved appendix shows little or no pathologic 
change, and the operator then proceeds to 
remove a “cyst” from the ovary, or the ovary 
itself may even be sacrificed. (Parenthetical- 
ly, the opposite ovary may be attacked in 
like fashion because of “cysts”.) This happens 
because insufficient thought has been given 
to the painful disturbances of the menstrual 
cycle incident to folliculosis and to the physi- 
ology of the luteal and subsequent phases. 
An unfortunate sequel is the possibility of 
tubal adhesions that may create an infertility 
problem subsequently. Probably no harm 
results from the appendectomy. In fact, a 
future hazard has been eliminated if all goes 
well, but the ovary should not be subjected 
to meddlesome interference. Experiences of 
this sort do not contribute to the well-being 
of young women and may be deleterious as 
noted. 

Of far greater importance in a woman’s 
gynecologic career is the problem of mobile 
ovarian enlargements, unilateral or bilateral. 
Knowing of the insidious progression of ova- 
rian cancer—estimated to constitute about 
15 per cent of ovarian malignancies—one 
must tincture conservation with alert inquisi- 
tiveness. One must, however, always bear in 
mind the total potentiality of the indifferent 
sex gland and its subsequent development, 
so prone to heterosexual deviations. It is 
these considerations that have always made 
difficult the classification of ovarian enlarge- 
ments and neoplasms of benign and/or ma- 
lignant nature. It is best, therefore, to regard 
any ovarian enlargement as a detriment to 
the health of women patients until repeated 
observation and pertinent studies have led 
to a definitive decision—which should be 
surgical if the enlargement fails to recede 
after reasonable observation. In actively men- 
struating women such re-evaluation over 
several periods is permissible before a deci- 
sion is made. In the postmenopausal woman 
there is no purpose or virtue in delaying 
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surgical treatment at all. In venturing these 
pronouncements, what I have said refers ex- 
clusively to unilateral or bilateral ovarian 
enlargements discovered at an initial exam- 
ination, and without local and/or persistent 
symptoms. Gross ovarian, paraovarian, and 
retroperitoneal ‘tumors, readily recognized 
and giving rise to orthodox signs and symp- 
toms, are an actual menace to health and are 
surgical problems from the moment of dis- 
covery, for complications are likely to arise 
at any time. The manifestations of endometri- 
osis vary with the individual, but symptoms 
are present or develop in the majority so 
affected. 


Menopause 


The “menopause” as such, recognized by 
the cessation of regular periods, is well 
known by gynecologists in general as pre- 
senting characteristics which cannot be ade- 
quately discussed in a presentation of this 
sort. So I shall confine myself to a few per- 
sonal observations and impressions. Those 
women best adjusted to everyday life com- 
plain the least, even in the absence of the so- 
called good things of life. Where the opposite 
is true there are physical and emotional irri- 
tants that cannot always be fathomed. In 
such instances, sufficient time for consulta- 
tion may be rewarding if the patient-physi- 
cian relationship is kept on a factual level, 
and the gynecologist does not attempt ama- 
teur psychiatry. From experience and long 
observation I have rarely employed estro- 
genic therapy for I think it “adds fuel to the 
flame” and may result in disturbing with- 
drawal bleeding. Finally, a fair proportion 
of patients has seemed to respond to small 
dosage of an old remedy of belladonna ex- 
tract and phenobarbitol—but then I suppose 
that most of these patients were well-adjust- 
ed in the first place, and simply listened to 
reason. 

Omitting the time-honored summary, I 
trust that I have shown how gynecology can 
contribute a great deal to the maintenance 
of health in women—and in company with 
the general practitioner, can be first on the 
firing line in the battle against disease. ® 
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mportance of 
preoperative blood values 


Early assessment of the need for blood 
in potential surgical cases plus correction 
of deficiencies without delay are 

essential in safe management. 


The addition of high altitude makes 


this problem more acute. 


HALDANE ONCE MADE THE STATEMENT “Anox- 
emia not only stops the machine but wrecks 
the machinery.” Nowhere is this more true 
than in the practice of anesthesiology and 
surgery. There is no vital function of the 
body or any of its organs which is not direct- 
ly dependent on an adequate oxygen supply. 
During the added stress of surgery and anes- 
thesia this oxygen supply becomes even more 
important. There are many factors in anes- 
thesia and surgery over which we have little 
or no control. Not included in this group, 
however, are the preoperative blood values 
of the patient. We can do much to improve 
or return to normal the blood values and 
in particular the hemoglobin and red cell 
levels. On the hemoglobin levels depend the 
amount of oxygen which will be supplied to 
the tissues of the patient during surgery. 


Hemoglobin level 


Because of its great affinity for oxygen, 
hemoglobin will be completely saturated 
with oxygen in spite of decreased hemoglobin 
values and in the face of lowered oxygen 
tensions. In fact, there is relatively little 
reduction in the percentage saturation of the 
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hemoglobin until the oxygen pressure falls 
to about half its normal value. However, we 
are not concerned with the percentage satu- 
ration of the hemoglobin, but with the amount 
of oxygen available to the patient’s tissues, 
and this amount is directly dependent on the 
hemoglobin level of the blood. Work was 
done at the Los Angeles County Hospital in 
1949 on the arterial blood oxygen saturation 
of patients before and during anesthesia. The 
following figure shows the relationship of 
the hemoglobin level to the total volumes 
per cent of oxygen carried by the blood. 
These figures were obtained by preoperative 
arterial punctures on patients brought to 
surgery without premedication. These pa- 
tients were all suffering from incomplete 
abortions and were in the younger age group 
and in reasonably good health. Twenty vol- 
umes per cent of oxygen has been generally 
accepted as a normal value for patients with 
the so-called normal hemoglobin levels of 
15-16 grams. This is borne out in this series 
of cases. However, there is a direct drop in 
oxygen percentage with a fall in hemoglobin 
levels. When the hemoglobin falls to 12 or 
13 grams, the volumes per cent of oxygen in 
the blood is only 15, or 75 per cent of normal. 
This value falls even more with a further 
decrease in hemoglobin. A hemoglobin value 
of 12 to 13 grams is regarded by many as 
being adequate for major surgery, but from 
this study it would seem that these patients 
start out with an oxygen blood saturation of 
75 per cent or normal. 

It should be remembered that this study 
was done at sea level, and that in many areas 
surgery is performed at altitudes consider- 
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ably above sea level. In work on the effect 
of altitude on airline passengers, it was 
found that at 5,000 feet there was only 92 
per cent arterial oxygen saturation as com- 
pared to 96 per cent at sea level. While pa- 
tients who live at higher altitudes for some 
time become acclimated, it still must be 
realized that they are subjected to the added 
stresses of surgery and anesthesia at oxygen 
levels considerably below those at sea level. 
And in particular it must be realized that 
because of the decreased oxygen in the at- 
mospheric air, a hemoglobin level which 
might be considered normal at sea level is 
definitely subnormal at 4,500 feet. 


Anesthetic “poisons” 


To the already lowered oxygen blood level 
of the anemic patient is then added the de- 
pressant effects of premedication and an- 
esthesia. Every anesthetic agent, however 
well chosen and expertly administered, is 
still a depressant. In fact, some have de- 
scribed anesthesia as controlled and reversi- 
ble poisoning. All the gaseous and inhalation 
agents produce their effects by a central 
nervous system depression which in turn 
causes a respiratory depression to a greater 
or lesser degree. The intravenous barbitu- 
rates and narcotics are by their very nature 
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depressants. The muscle relaxants produce 
their effects by paralyzing striated muscle 
which may include any or all of the muscles 
of respiration. Even the local anesthetic 
agents used in regional blocks may cause 
central nervous system and respiratory de- 
pression by their rapid absorption into the 
blood stream. When the depressant effect of 
premedication and anesthesia is added to 
the already subnormal oxygen levels of the 
anemic patient, it is no wonder that some of 
these people do not do well during and after 
surgery. 

Since we must accept the fact that all 
patients requiring surgery do not have nor- 
mal hemoglobin levels, the question arises as 
to what can be done to correct the situation. 
It would seem that the most common solu- 
tion to the problem in recent years is the 
abundant use of blood transfusions before 
and during surgery. During and since the 
second World War the value of whole blood 
in the severely injured has been proven many 
times. With the advent and perfection of 
blood banks, whole blood has become avail- 
able to hospitals and patients in most areas. 
However, all the lessons learned during the 
war are not applicable in civilian practice. 
For the most part the patients treated during 
the war were young, healthy individuals suf- 
fering from acute injuries and varying de- 
grees of blood loss. However, the patients in 
civilian life are for the most part suffering 
from chronic diseases and may have associ- 
ated anemias. Immediately following the war 
it became the vogue to use blood transfusions 
for many varied conditions for its so-called 
“tonic” effect. In some hands transfusion re- 
placed adequate hemostasis during surgery. 
As might be expected, it was soon found that 
transfusion was not an innocuous procedure. 
Even with modern typing and cross-match- 
ing, transfusion reactions still could and did 
occur. These can be pyrogenic, hemolytic, 
sensitization and speed reactions, and neph- 
rosis, in addition to transmission of diseases 
such as malaria, hepatitis, and syphilis. 
More and more sub-groups are being found 
which cannot be discovered by usual typing 
methods. In a series of 290 transfusions 
studied by Strauss and Torres in 1953, a total 
of 10 reactions occurred, including three cases 
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of homologous serum jaundice and two cases 
of pulmonary edema. It has been well estab- 
lished that many reactions occur during sur- 
gery but are masked by the anesthesia. In 
fact, some advocate that little if any blood 
should be given during anesthesia, and then 
only if an indwelling catheter is in place to 
pick up mild degrees of hematuria. 


Proper use of blood 


It would therefore seem that the pendu- 
lum has swung to both extremes and is about 
to assume its rightful mid-position. The most 
sensible answer seems to be that blood should 
be used during surgery to replace blood loss. 
It should not be used to replace an adequate 
preoperative evaluation and treatment of 
the anemic patient. The great majority of 
surgical procedures are done for chronic con- 
ditions which the patient has had for some 
time. In most cases the patient has been seen 
by the surgeon or the family physician on 
several occasions prior to surgery. During 
the first visit it would be a simple matter to 
check the hemoglobin in the office. While 
this office procedure in determining hemo- 
globin levels is admittedly not as accurate as 
that of a well-run specialized laboratory, it 
will nevertheless give the physician a satis- 
factory estimate of the blood levels. The pro- 
cedure is simple, fast, and inexpensive. If 
anemia is found, the patient can then be 
treated with antianemic therapy during the 
waiting period before surgery or, if neces- 
sary, surgery can be postponed. 

It is obvious that this routine cannot be 
applied to all paitents. The emergency pa- 
tient who requires surgery must have it no 
matter what his status. The patient with an 
acute abdomen cannot undergo a three or 
four-week period of antianemic treatment. 
Nor can the semiemergency such as a frac- 
tured hip be delayed. These patients must be 
operated on as soon as feasible and given 
blood before, during, and after surgery as 
necessary. This constitutes a valid use of 
blood transfusions. 


Treat early 


However, most patients do not come in 
the emergency or semiemergency class and 
can be treated properly if the anemia is 
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found early enough. The night before sur- 
gery is not early enough. When serious ane- 
mia is discovered after the patient has been 
scheduled and admitted for surgery, there 
is the all-too-human temptation to transfuse 
him vigorously the night before and during 
surgery and to proceed with surgery as 
planned. This practice is not one to be recom- 
mended and in many cases may be down- 
right dangerous. 

As evidence that many major surgical 
procedures can be done without blood trans- 
fusions, approximately 50 cases have been 
reviewed. These cases did not include those 
procedures usually not requiring blood such 
as hernioplasties, appendectomies, etc. They 
did include such cases as hysterectomies, 
gastric resections, cholecystectomies, cesarean 
sections, craniotomies, thoracotomies, etc. 
The average preoperative hemoglobin of pa- 
tients requiring blood was 12.6 grams, and 
those who did not receive blood was 14.5 
grams. Of those patients with a preoperative 
hemoglobin level below 13.5 grams, 72 per 
cent required transfusions. Of this 72 per cent 
requiring blood, 54 per cent needed more 
than one transfusion. Of those patients with 
a hemoglobin above 13.5 grams, only 39 per 
cent required transfusions, and none required 
more than one unit of blood. It is of interest 
to note that two major thoracotomies, one 
cranioplasty, a gastric resection, several hys- 
terectomies, and many other major surgical 
procedures were done without the use of any 
blood. Needless to say, all of these patients 
had adequate preoperative hemoglobin levels. 

It should be pointed out that these cases 
were done in an area at an altitude of 4,500 
feet above sea level. At this altitude slightly 
higher hemoglobin levels can be expected 
than in patients living at sea level. 


Summary 


Some of the reasons for the necessity of 
adequate preoperative hemoglobin levels, 
particularly in relation to the arterial oxygen 
saturation at altitudes somewhat above sea 
level, have been presented. Some of the 
dangers and disadvantages of the promiscu- 
ous use of blood have been presented as well 
as the value of adequate preoperative prep- 
aration of patients in the avoidance of use 
of blood transfusions. * 
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This article is designed to make 
constructive criticism of physicians 
and to present the author’s opinion 
of what the public and the insurance 


companies expect of us. 


THIS SUBJECT IS AN INSPIRING CHALLENGE, for it 
recognizes that in the framework of our vol- 
untary system of private enterprise, private 
medicine and private insurance must work 
together in public service. We must work 
together with good, mutual understanding. 
We must remember that the public is our 
judge. Through the Health Insurance Coun- 
cil, the insurance business reaches out to its 
partners in public service, the providers of 
health care, in the search for a better under- 
standing of our respective roles and relation- 
ships. My observations here are a part of that 
search. I have addressed myself to some of 
your specific problems, although expressing 
myself rather generally. 

The practice of medicine, as we see it in 
America today, is characterized by two ar- 
ticles of faith: 

1. Freedom of choice of doctor and hos- 
pital. 

2. The doctor-patient relationship that we 
believe to be essential to good medical care. 

Freedom of choice, of course, is at the 
very heart of our competitive system of pri- 


*Presented at the Annual Meeting of the Florida Society of 
Internal Medicine, Miami Beach, Florida, May 3, 1959. The 
author is Director of Health Insurance, Life Insurance Associa- 
tion of America, and Vice Chairman, Health Insurance Coun- 
cil. 
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vate enterprise. We know that a monopoly, 
in any field, becomes dictatorial, vulnerable 
to political pressures, and unresponsive to the 
needs of individuals. A long time ago, an old 
lawyer told me: “You don’t bargain with 
monopoly; you take what you get.” 

Competition, on the other hand, means 
that you do have a choice. Competitors strug- 
gle for public favor by offering the public 
something better. Your product, or your serv- 
ice, may be the best today, but if tomorrow 
your competitor turns up something better, 
your customers or your patients have the 
privilege of choosing that. That keeps busi- 
ness on its toes; that’s how we make progress 
in this country. The public is the beneficiary 
of competition. Clean, vigorous competition 
is one of our most effective incentives to qual- 
ity and continued improvement in our serv- 
ices. It’s interesting to note here that freedom 
of choice is probably more significant in the 
second choice than the first. The presence of 
a competitor—the privilege of changing our 
choice at any time—is a precious freedom 
that we’d lose under a government system. 
It is a better incentive to quality than most 
regulation. 


Personal confidence important 


The emphasis we place on the doctor- 
patient relationship is a natural result of free- 
dom of choice. I asked my wife, when I wrote 
this, what she thought the “doctor-patient 
relationship” means. “Well,” she said, “you 
must have confidence in your doctor; if you 
don’t, you’d better get another doctor.” I 
know a woman, a soldier’s wife, who had 
three children born in military hospitals. 
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She had prenatal care in every instance, but 
she never saw the doctors who delivered her 
babies until the day of their birth. Her opin- 
ion of military medicine is very poor—that 
personal confidence, the doctor-patient rela- 
tionship, is hard to establish when the patient 
has no choice. 

We know that the mental attitude of a 
patient is often an important factor in physi- 
cal recovery. The successful doctor knows 
that the mental attitude of the patient is 
important to his own success. The doctor’s 
reputation and prestige, indeed, his economic 
survival, depend upon the confidence his pa- 
tients have in him. So the doctor takes special 
care to assure the confidence of the patient. 
Some of this, of course, is just ego-building— 
assuring the patient of his own personal im- 
portance as an encouragement to recovery. 
Much of it is precautionary—to avoid the 
patient exercising his sacred right of free 
choice—in the direction of another doctor! 
All of it adds up to the doctor-patient rela- 
tionship—“the feeling I have when I’m glad 
I chose to place myself in good hands.” 


Listen and explain 


It seems to me that the doctor’s effort to 
establish and strengthen the doctor-patient 
relationship—the patient’s confidence—may 
be in three areas: 

1. He learns all he can about the patient’s 
needs and problems. 

2. He carefully explains the care he pro- 
vides. The doctor sells the idea of good care 
and enlists the cooperation of the patient in 
his own care and recovery. 

3. He carefully explains the cost. The doc- 
tor who says to me, “Don’t worry now, Ill 
tell you later,” doesn’t ease my mind at all. 
I want to know now and be sure where I 
stand. Worry is closely related to uncer- 
tainty. 


Better public understanding 

Now—in giving a layman’s viewpoint of 
the doctor-patient relationship, I have led 
up to my first major point: The relationship 
of the individual doctor and patient has a 
parallel at the collective level: the relation- 
ship of the medical profession to the public 
as a whole. Indeed, it is not unfair to say that 
the future of medical practice in this country 
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depends upon what American medicine does 
to maintain public confidence. You see, you 
in your practice, never take the attitude of 
your patient for granted. Your patients are 
always judging you. The public is judging the 
medical profession, too—always. Today is not 
more critical than yesterday. Our voluntary 
system puts pressure upon us all to do our 
best and to demonstrate that we are doing a 
good job. How does the medical profession 
maintain and strengthen the doctor-patient 
relationship at the collective level? Very 
much as the individual doctor does: 

1. Medicine must learn all it can about the 
public’s needs and desires and attitudes. You 
can’t ignore public opinion. 

2. Medicine must explain the care it gives. 
Our magazines are telling medicine’s story 
to a wide and keenly interested audience. 
The marvels of today’s medical care are pret- 
ty well accepted by the public. 

3. Medicine must explain its costs. The 
medical profession must take the public into 
its confidence if it wishes to continue to en- 
joy public confidence. The mystery has gone 
from the therapeutic side of medical care, 
and public confidence is strong on that point. 
But the mystery remains on medical costs 
and most of the criticism we hear of medicine 
today is on the economic side. 

So this is my second main point: The 
doctor-patient relationship at the collective 
level, between the medical profession and 
the public as a whole, can be strengthened 
by a better public understanding of medical 
costs and standards of charging. 

Regarding the position of insurance in 
the doctor-patient relationship, I will state it 
this way as my third major point: 

Payment of the doctor for his services is 
an essential part of the doctor-patient rela- 
tionship. The medical profession must make 
its contract directly with the public; it should 
not try to bargain with insurance on fee 
levels. I have observed that some specialty 
groups have sought to have insurance com- 
panies change their policies so as to give that 
specialty its deserved recognition. There is a 
feeling, partially true, that you could make 
a contract with us that would be influential, 
at least with the patient. There are reasons 
why you should not do this, and why we 
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cannot bargain with you. In any contract 
between medicine and insurance, medicine 
would place itself, to that degree, under con- 
trol of a third party. Do you really want this? 
Aren’t you better off to take the longer range, 
though more difficult approach of selling 
your cause to the public? I assure you the 
insurance business is keenly sensitive to con- 
sumer demand. We have many varieties of 
coverages and our agents are eager to sell 
every bit of protection your patients will buy. 
You tell them what to expect in the way of 
professional fee levels and insurance can 
tailor its contracts to the joint needs of doctor 
and patient. 


Prudent control over costs 


Admittedly, patients and doctors some- 
times look to the insurance fee schedule as 
a guide to what a proper professional fee 
should be. The insurance business deplores 
this. Not all insurance schedules are intended 
to be adequate; we do not presume to set 
your fees. This is your prerogative. But, you 
must exercise it in such a way that the public 
clearly understands you and gains confidence 
in you. Even if it were to medicine’s advan- 
tage to bargain its fee levels with insurance 
—and I have just said it is not—there are 
reasons why insurance cannot bargain on 
this point. 

In the first place, the insurance business 
is simply the custodian of the public’s money. 
We have no right to give it away or even to 
bargain it away. We are not a part of your 
bargain with the public. It is our function to 
underwrite that bargain and make it possible. 
The money we pay in health insurance bene- 
fits is that of our policyholders, entrusted to 
us for certain, definite, and limited purposes. 
A second factor is that it should not be the 
function of the insurance mechanism to con- 
trol the economies of medicine. But we point 
out to you that the public will not permit 
costs to be uncontrolled. It is part of medi- 
cine’s bargain with the public that it exercise 
a prudent control over costs; and it is essen- 
tial to the maintenance of public confidence 
that such control be demonstrated in a satis- 
factory manner. 

It is probable that insurance has intensi- 
fied this problem of self-control. Insurance 
helps the patient pay his doctor bill. This has 
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meant fewer bad debts for doctors, fewer 
charity cases. But this fine state of affairs 
can also be a trap. For the patient who would 
have resisted paying your fee from his own 
pocket is now eager to see your bill paid— 
by his insurance. Individually the patient 
will seek to induce you, perhaps unconscious- 
ly, to do things that will increase the cost 
of medical or hospital care. Collectively, these 
are the same citizens who will turn upon you, 
and scream that all doctors are opportunistic, 
undisciplined and greedy — and that they 
have a case to prove it! 

The fact is that doctors have done much 
more about controlling the economics of 
health care than the public realizes, and more 
than even doctors sometimes realize. The in- 
surance business believes that the control of 
medical costs must be undertaken by the 
medical profession itself, and explained to 
the public as part of the collective doctor- 
patient relationship I have referred to. We 
all agree that self-control is the best control. 
I must make it clear that I am not referring 
to controls through grievance committees. A 
grievance committee can only reach the in- 
frequent gross overcharges and, although one 
flagrant case can multiply a thousand times 
in the gossip that goes around, these are not 
the real causes of inflation in medical costs. 


If doctors lose freedom 


The really effective control is for the med- 
ical profession to take the public into its con- 
fidence in establishing fairly exact standards 
of professional charges and fees. I submit to 
you that this is also one of the most effective 
measures for maintaining and strengthening 
public confidence in the medical profession. 
And I repeat—doctors must not look to the 
insurance business to establish those stand- 
ards; this is the doctor’s job and a part of the 
collective doctor-patient relationship. Insur- 
ance should not come between the profession 
and the public. As a matter of fact, the insur- 
ance business is somewhat nervous over even 
discussing the idea that doctors should permit 
their standards of charging to be a matter 
of public knowledge. We’re afraid you doctors 
will think the insurance companies are trying 
to force the profession into a rigid pattern 
for our own selfish interests. We do have this 
selfish interest; if you doctors lose your free- 
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dom, we lose our accident and health busi- 
ness; and the public loses a system that has 
the most effective incentives to quality and 
good service. The idea of permitting the pub- 
lic to know how professional fees are deter- 
mined is not as strange to doctors as it is to 
insurance companies. 

Five years ago, the medical society in San 
Joaquin County, California, adopted the idea 
of a fee schedule based on the average income 
of the community rather than the income of 
each patient. The doctors there are so pleased 
that this year several other counties have set 
up similar foundations in which the commu- 
nity-wide fee level is one of the basic con- 
cepts. Even in the Bronx, in New York City, 
Medical Economics reports, doctors have 
found it desirable to hang a plaque in their 
waiting rooms announcing the price of office 
visits and home calls. You can think of many 
other instances where doctors have avoided 
the public uncertainty over fees by a frank 
disclosure. This is not a new concept, al- 
though there are differences of opinion as to 
its desirability. 


Mixed blessing 


Is the idea of an orderly approach to pro- 
fessional fees such a shocking idea? Not to 
the courts of law, where the concept of a 
“reasonable and customary fee” is often used. 
Not to the California Medical Association 
which pioneered, several years ago, in a sci- 
entific study of the relative values of the 
more common procedures. Nor to the Ameri- 
can Medical Association, whose House of 
Delegates in December, 1958, recommended 
that state medical associations conduct simi- 
lar studies in their own areas, using the Cali- 
fornia format for uniformity. Most doctors, 
I am certain, try to have their charges bear 
a reasonable relationship to the accepted 
standards of the community. I saw this dem- 
onstrated in a county medical society meet- 
ing in a semi-rural community. A local em- 
ployer had just bought a Major Medical 
Expense Insurance program for his em- 
ployees. He pleaded with the doctors not to 
increase their fees simply because of the 
existence of insurance and the absence of a 
fee schedule. One old doctor burst forth: “We 
all know what the going rates are in this 
area. What’s all the shooting about?” 
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This illustretes my fourth and final major 
point. The fact is that while the doctors all 
knew the going rates in the community, the 
public didn’t. And so—quite naturally—the 
public was suspicious. It is my opinion that 
until doctors establish reasonably clear levels 
of charges so that the public may understand, 
every doctor and every fee will be subject to 
the suspicion that inevitably accompanies un- 
certainty. So my fourth and final point is that 
health insurance, like most good things, is a 
mixed blessing. It has lowered the financial 
barrier between doctor and patient, and thus 
brought more doctors and more patients to- 
gether. But there is grave danger that an 
overdependence upon health insurance may 
squeeze out an essential element of the doc- 
tor-patient relationship: the awareness thut, 
even with health insurance, it is the patient 
who pays the doctor. 

If the patient or the doctor, or both of 
them, forget this fact, then insurance has in- 
terfered seriously with one of the most im- 
portant elements of our voluntary system 
and one of the strongest incentives to quality. 
You, the doctor, must not let that happen. 
The satisfactory doctor-patient relationship 
is your best guarantee of continued freedom 
from external regulations and restrictive con- 
trols. You must take affirmative steps to be 
sure that the patient deals with you and that 
you do not let his insurance come between 
you. Insurance stands behind you both in 
the transaction—not between you. And the 
medical profession must maintain public con- 
fidence by making its deal with the public. 


Plea for voluntary system 


In summary, then, here are the points for 
your consideration: 

1. The relationship of the individual doc- 
tor and patient has a parallel at the collec- 
tive level: the relationship of the medical 
profession to the public as a whole. 

2. The doctor-patient relationship at the 
collective level, between the medical profes- 
sion and the public as a whole, can be 
strengthened by a better public understand- 
ing of medical costs and standards of charg- 
ing. 

3. Payment of the doctor for his services 
is an essential part of the doctor-patient re- 
lationship. The medical profession must make 
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its contract directly with the public; it should 
not try to bargain with insurance on fee 
levels. 

4. There is grave danger that an over- 
dependence upon health insurance may 
squeeze out an essential element of the doc- 
tor-patient relationship: the awareness that 
even with health insurance it is the patient 
who pays the doctor. 

My plea is that, for the preservation of 
our voluntary system, American medicine 
give primary attention to strengthening pub- 
lic confidence in medical costs and standards 
of charging through more adequate public 
information. The public today has great con- 
fidence in the quality of medical care. There 
is equal faith in the ability of voluntary 


Programs to improve and broaden care 
of the pregnant woman’s health 
pay off in reduction of perinatal 


and mortality rates. 


THE FIRST ANTENATAL CLINIC was established 
in 1858, at the Rotunda in Dublin. In 1901, 
the Edinburgh Royal Maternity was the 
first to provide a bed for the use of antenatal 
patients. This same year, the Instructive 
Nursing Association of Boston began to make 
home prenatal visits. The first pregnancy 
clinic in the United States was opened in 1911 
at the Boston Lying-In Hospital. Today, the 
pregnant patient has had a preconception 
examination, and numerous examinations in 
the physician’s office or prenatal clinic be- 
fore admission to the hospital in labor. It is 
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health insurance to finance it. But it would 
be a serious mistake to take these for granted. 

Voluntary health insurance has been the 
principal bulwark of American medicine 
against the encroachment of government and 
monopolistic regulation. We are proud to be 
your allies in preserving the voluntary sys- 
tem of private enterprise because we believe 
our way of life produces pressures upon all 
of us to perform more efficiently in our 
service to the public. But health insurance is 
simply a useful tool. Like any complex in- 
strument, it must be understood, and it must 
be used properly. I hope I have demonstrated 
to you that the proper place of health insur- 
ance is beside you and your patient, beside 
you and your public, and not between you. ® 


Perinatal mortality 


as related to prenatal care 


5 Harold J. Hepner, M.D., and Richard Shaver, M.D., Denver 


uncommon to see an expectant mother ad- 
mitted to the hospital in an eclamptic coma, 
or seriously ill from other neglected compli- 
cations of pregnancy. 

The perinatal and maternal mortality 
rates have diminished since the instigation 
of programs to assure care of the pregnant 
woman’s health. We are proud of the reduc- 
tion in maternal mortality, and must now 
concentrate efforts to reduce perinatal mor- 
tality proportionately. 

In England and Wales, but 0.9 per cent 
of the patients delivered have not had pre- 
natal care; 20 per cent of the patients de- 
livered at the Denver General Hospital have 
had no prenatal care. Denver has not yet 
reached the goal of adequate prenatal care 
for all patients. The way in which a com- 
munity cares for its pregnant women is di- 
rectly related to its level of culture. Knowl- 
edge of the values to be gained by prenatal 
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care must be disseminated. We must close 
the gap between knowledge of the impor- 
tance of prenatal care, and acceptance of 
this service by the patient. Tenon, in 1788, 
stated: “No one is more worthy of care than 
the pregnant woman who carries within her 
the support of empires and the germ of 
future generations.” 

This study was undertaken to try to dis- 
cover why 20 per cent of the patients de- 
livered at the Denver General Hospital have 
no prenatal care. A second reason for the 
study was to determine if there is a direct 
relationship between prenatal care and fetal 
survival rates. 


Materials and methods 


All patients delivered at Denver General 
Hospital between January 1, 1958, and July 
1, 1958, who had no prenatal care, one, or 
two prenatal clinic visits, were interviewed 
by Richard Shaver, a junior medical student. 
These patients were asked why they did not 
seek prenatal care, or those with only one 
or two visits, why they did not seek pre- 
natal care earlier. Their education and occu- 
pation were recorded. Charts were reviewed 
with respect to ethnic origin, welfare, and 
marital status. 


Results 


Reasons for not seeking prenatal care 
were varied, and more than one answer was 
given by many. The predominant reasons 
given by those with no prenatal care were 
“lethargy,” “finances,” and “other.” For those 
with one prenatal visit: “Baby-sitting prob- 


TABLE 1 


Perinatal mortality Denver General 
Hospital, January 1 to July 1, 1958 


Non-clime patents 


ANY Al patients delivered 


25 


20+ 
-_ All patients with one or 
% 4 more clinic visits 


Mortality 152 


5- 


Eliminating infants | Infants in ail weig 


Infants 1000 to 
below 1000 grams 


2500 grams 


lem,” “finance,” and “did not know facility 
existed.” For those with two prenatal visits: 
“Finances,” “baby-sitting problem,” and 
“lethargy.” 


Discussion 


Reviewing Table 1, it appears that peri- 
natal mortality has a direct relationship to 
the amount of prenatal care received. The 
total perinatal mortality is five times higher 
in those patients who had no prenatal care 
than in those who had over two clinic visits. 

Of the 4060-1,000 gram infants, 91.6 per 
cent were born from non-clinic patients. This 
group composed only 1.8 per cent of the total 
deliveries, yet accounted for 42.3 per cent 
of the total perinatal deaths. 


TABLE 2 
Comparison of prematurity rates 


Per cent premature births 


All wt. Elim. those Perinatal mortality 
groups under 1,000 gm. (over 1,000 gm.) 
patients Getivered, 17.2% 15.8% 2.7% 
All patients delivered, 1-1 to 7-1-58....000000000000 cece. 16.0% 14.8% 2.36% 
Non-clinic patients, 1-1 to 7-1-58......000000000.ee eee 30.9% 24.1% 5.33% 
Patients with one prenatal visit... 20.8% 20.8% 
Patients with two prenatal visits... 10.7% 9.1% 
Private hospital A—1958 Denver................2220...2.-0.-02------ 6.1% 2.8% 
Private hospital B—1958 Denver...........022.2..2.0e.. 4.1% 2.8% 
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The prematurity rate is related to the 
number of clinic visits. Non-clinic patients 
had a prematurity rate and premature peri- 
natal death rate two and one-half times 
greater than patients with more than two 
prenatal visits. 

Only 6 per cent of the patients inter- 
viewed had just moved to Denver. The prob- 
lem of a moving population is not a major 
factor. The distribution by ethnic origin of 
those patients who did not attend prenatal 
clinics compared to those with one and two 
prenatal visits reveals that white patients 
fail to avail themselves of prenatal care more 
often than other ethnic groups. 

Twenty-five per cent of these patients are 
on some sort of public welfare; over a third 
are not married; and of those married, 75 
per cent of their husbands are unskilled la- 
borers. 


Conclusions and recommendations 


This study correlates with previous stud- 
ies in the United States to show higher 
perinatal mortality is associated with lower 
socio-economic conditions, pregnancies out 
of wedlock, unskilled versus professional 
classes, and increased incidence of prema- 
turity. 

What steps must be taken to lower peri- 
natal mortality? 

1. Many perinatal deaths are preventable. 
A perinatal mortality committee has been 
established at the Denver General Hospital. 
The committee consists of a pediatrician, ob- 
stetrician, and pathologist. The group reviews 
each death, determines preventability, and 


continually searches for knowledge to in- 
crease fetal salvage. 

2. A complete analysis of the existing pre- 
natal clinic structure must be made. Do 
patients not come because the physical serv- 
ices are so unattractive? Do the underprivi- 
ledged women not realize the protection they 
may have by coming early and receiving 
continued medical supervision throughout 
pregnancy? What is the cause of their lack 
of motivation? 

3. Research into this problem must be 
continued with the aim of complete inte- 
gration between obstetricians, pediatricians, 
pathologists, sociologists, geneticists, nutri- 
tionists, health, education, and welfare agen- 
cies, and religious organizations. 

4. A program to develop better methods 
of case-finding and better follow-up of preg- 
nant patients is needed. Ways must be found 
to appeal to the woman who does not seek 
prenatal care, and by a concentrated educa- 
tional program through the public health 
nurses and other means, the patients must 
be encouraged to have early prenatal care. 

5. Our community must rise to the occa- 
sion, solve the problem by raising the stand- 
ard of living of the indigent, give them in- 
centive to provide for themselves, and value 
the responsibility of raising a family. Facili- 
ties must be offered for counselling those 
who desire spacing their children, by meth- 
ods approved by those of Catholic, Protestant, 
or Jewish faith. 

6. Consideration must be given to pos- 
sibly establishing decentralized obstetrical 
clinics. Well-baby clinics in various parts of 


TABLE 3 
Comparison of ethnic groups, welfare, and marital status 
ADC No Not ; 
White SA Negro I J GA Aid Married Married 

Non-clinic patients or ? 
care elsewhere (122) 

Number of above........ 28 60 31 3 0 27 95 46 76 

% of abeve.................:.. (23%) (49%) (25%) (2.5%) (22%) (78%) (37.7%) (62.3%) 
Patients with one and 

two prenatal clinic 18 59 25 1 1 29 75 31 73 


visits (104) 
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the city could be used as prenatal clinics for 
patients who are unable to come to the 
Denver General Hospital because of trans- 
portation difficulties or baby-sitting prob- 
lems. 

7. Organization of a community - spon- 
sored preconceptional educational program 
is most necessary if we are to lower the inci- 
dence of maternal as well as fetal complica- 
tions during pregnancy. 


Summary 


A brief history of prenatal care is given. 
The relationship between lack of prenatal 


care and high incidence of prematurity and 
perinatal mortality is shown. Suggestions are 
given for improving the situation. * 


REFERENCES 
‘Baumgartner, L., and Pakter, J.: Challenge of Fetal Loss, 
Prematurity, and Infant Mortality—Assessing the Local Situa- 
tion. J.A.M.A. 167:936-944 (June 21), 1958. 
“Eliot, M. M.: Deaths Around Birth—The National Score. 
J.A.M.A. 167:945-949 (June 21), 1958. 
*Verhoestraete, L. J., and Puffer, R. R.: Challenge of Fetal 
Loss, Prematurity, and Infant Mortality—A World View. 
J.A.M.A. 167:950-959 (June 21), 1958. 
‘Nesbitt, R. E.: Perinatal Loss in Modern Obstetrics. F. A. 
Davis Co., Publishers, 1957. 
‘Dill, Leslie V.: Modern Perinatal Care. Appleton-Century- 
Crofts, Inc., 1957. 
*Browne, F. J., and Browne, J. C. M.: Antenatal and Postnatal 
Care. Little, Brown and Company, 1955. 
‘Florio, L.: Studies in Maternal and Neonatal Hygiene in a 


Rural Community. Harvard School of Public Health, October, 
1940. 


The evaluation and treatment 
of lesions of the cervix’ 


ABNORMALITIES OF THE UTERINE CERVIX occur 
frequently but often go undiagnosed because 
they produce few symptoms and are not ob- 
vious unless the cervix is exposed and in- 
spected. Although the relationship between 
benign cervical lesions and carcinoma has 
not been clearly established, it seems reason- 
able to assume that cancer is less likely to 
develop in a clean healthy cervix than in one 
that is chronically infected. The fact that 
carcinoma occurs more often in a damaged 
multiparous cervix than in that of nullipa- 
rous women also suggests that trauma and 
infection play a part in the development of 
malignant lesions. 

Pelvic examination, bimanual palpation 
of the genital structures and inspection of 


*Abstract of paper presented at the annual meeting of the 
Utah State Medical Association on September 16-18, 1959. Dr. 
Willson is the Professor and Chairman, Department of Ob- 
stetrics and Gynecology, Temple University School of Medi- 
cine. 
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J. Robert Willson, M.D., Philadelphia, Pa. 


the external genitalia, the vagina and the 
cervix, should be performed at intervals of 
six to 12 months as a part of general periodic 
physical examination. Cytology smear studies 
of cervical secretions should be made yearly 
even though the cervix looks normal; the 
earliest malignant changes can usually be 
detected by this test. Cytologic examination 
should be made before a cervical lesion is 
treated. If the cell test is suspicious or if the 
lesion has a gross appearance like that of 
carcinoma, tissue should be obtained for bi- 
opsy before treatment is instituted. Curative 
treatment for benign lesions varies from of- 
fice cautery to extensive conization for which 
hospitalization usually is necessary. 

Deaths from carcinoma of the cervix could 
be almost completely eliminated if every 
female in the country were properly exam- 
ined at regular intervals and if all benign 
cervical lesions were eradicated. * 
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(ja Diagnosis and management 


The varying syndromes and their 
diagnoses are reviewed. Limitations of 
certain therapies—such as steroids, 
antibiotics and surgery—are stressed 
in addition to listing their 


indications. 


In 1932, CRoHN, GINZBURG AND OPPENHEIMER 
first described the clinical and pathological 
entity known as regional enteritis. The orig- 
inal description of their 14 cases emphasized 
the presence of diarrhea, lower abdominal 
pain, fever, weight loss, anemia, a mass in 
the right lower quadrant and emaciation. In 
addition, the presence of external and in- 
ternal fistulas from the ileum, scar of a pre- 
vious appendectomy, and symptoms due to 
partial bowel obstruction were mentioned. 
Their original description of the clinical fea- 
tures as well as the pathologic characteristics 
of regional ileitis have withstood the test of 
time remarkably well. 

However, in 1934, Brown, Bargen and 
Weber extended the concept of regional ilei- 
tis to include some or all of the ileum and 
jejunum under the term “regional enteritis.” 
In recent years, our concept of the disease 
has additionally been broadened by reports 
of a granulomatous inflammatory disease in- 
volving the esophagus, stomach, duodenum, 
jejunum, and colon. Various names have been 


*Presented at the 24th Annual Midwinter Clinical Session of 
the Colorado State Medical Society, February 17-20, 1959. The 
author is Assistant Clinical Professor of Medicine, Department 
of Medicine, University of Colorado School of Medicine, 
Denver. 
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applied, depending upon the segments in- 
volved such as regional ileitis, jejunitis, ileo- 
jejunitis, and ileocolitis when the granulo- 
matous disease involves both the small and 
large bowel. The term regional enteritis, 
however, is the most satisfactory one for in- 
dicating the general nature of the granulo- 
matous inflammatory disease of the small 
bowel with which this paper is concerned. 


Etiology 

The cause of this disease still remains 
unknown in spite of the fact it has been a 
known entity for over 20 years. Among the 
various etiologic factors mentioned have been 
infection, vascular disease, sarcoidosis, psy- 
chosomatic disease, heredity and allergy. The 
constant finding of enlarged lymph nodes in 
the mesentery of the affected loops of intes- 
tine has given rise to the hypothesis that the 
primary lesion may be in the lymphatic tis- 
sues with the organic changes in the wall of 
the intestine secondary to this. Some confir- 
mation for the importance of lymphatic ob- 
struction in the pathogenesis of regional en- 
teritis is supplied by experimental work in 
which attempts to reproduce the disease have 
indicated that lesions resembling regional 
enteritis can be produced by lymphatic block- 
age. These experiments have shown that ma- 
terials present in the intestinal stream may 
enter the ileal lymphatics and cause produc- 
tive inflammatory reactions. Possible causes 
for this lymphatic blockage have been acute 
mesenteric lymphadenitis, appendiceal in- 
flammation, and a local disturbance in fat me- 
tabolism or lipoid absorption with a tissue 
reaction developing to some abnormal break- 
down products of the lipoid complexes. Reich- 
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ert and Mathes believed that the combination 
of a low grade chronic infection and lym- 
phatic obstruction constituted the two dom- 
inant features of the disease. 

Thus, some substance in the fecal stream 
appears to be the most likely source of an 
etiologic agent when one considers that the 
vast majority of patients have the initial le- 
sion in the terminal ileum; diversion of the 
fecal stream by short circuiting procedures 
leads in the majority of instances to regres- 
sion of the process in the excluded areas of 
the intestine; recurrent lesions in the majority 
of cases are again localized in the new “ter- 
minal” ileum; and the lymphatics of the 
ileum are the richest and the bacterial count 
the highest of the intestinal canal. 


Clinical picture 


The clinical picture of regional enteritis 
has become well known in recent years, but 
certain aspects should be emphasized. The 
disease occurs in persons of all ages and both 
sexes, but the larse majority of patients are 
seen between 20 and 40 years of age. The be- 
havior of this disease in relation to menstrua- 
tion and to pregnancy is in contrast to that 
of ulcerative colitis in that regional enteritis 
rarely disturbs menstruation and pregnancy 
is tolerated fairly well with postpartum flare- 
ups infrequent. The clinical picture as pre- 
sented is a varied one but there are five main 
clinical patterns which may serve as a guide 
to the physician’s recognition of the disease: 
(1) ulcerative colitis syndrome; (2) intes- 
tinal obstruction syndrome; (3) acute appen- 
dicitis syndrome; (4) abdominal pain- fever- 
weight loss; (5) fistula or abscess formation. 

Mimicry of ulcerative colitis by regional 
enteritis and ileocolitis is common. The major 
symptom in this group is diarrhea, and at the 
onset it may be intermittent, but later it may 
be a continuous affair. Ordinarily this diar- 
rhea is not severe and pus and blood in the 
stool is infrequent. Crampy abdominal pain 
is a common complaint, located often in the 
mid-abdomen or right lower quadrant. Ileo- 
colitis is more apt to produce this picture 
than is regional enteritis without colonic in- 
volvement. The recognition of colonic involve- 
ment is important from the therapeutic sur- 
gical standpoint, and no patient with proven 
ileitis should be operated on unless a barium 


50 


enema has been done to exclude colitis, lest 
the catastrophe be perpetrated of an ileo- 
transverse colostomy on an individual with 
colonic involvement. 


Acute abdomen syndromes 


The intestinal obstruction syndrome is 
second in frequency as a presenting clinical 
pattern and the obstructive symptoms appear 
after the ulcerative colitis syndrome has been 
present for months or years, but may appear 
in the absence of significant antecedent com- 
plaints. The diagnosis of obstruction is usual- 
ly obvious because of pain, vomiting and dis- 
tention, which is confirmed by x-ray. It may 
be impossible in this group to determine pre- 
operatively the cause of the obstruction. 

In the earlier stages of terminal regional 
ileitis, the signs and symptoms of acute ap- 
pendicitis may be present, and the differen- 
tial diagnosis may be made only by direct 
inspection of the lesion. Abdominal pain of 
some type is present in nearly all cases that 
have been operated on for regional enteritis. 
It is often crampy with partial obstruction, 
or unusually severe with mesenteric or sero- 
sal involvement. Pain may be the only com- 
plaint and the typical sequence is that of 
abdominal pain or colic, a desire to defecate, 
the feeling of sudden rumbling of gas fol- 
lowed by defecation, with relief of the ab- 
dominal symptoms. This sequence may re- 
peat itself every few hours and is often initi- 
ated by the taking of a meal. The origin of 
the pain is in the mildly obstructive, nar- 
rowed loop of ileum, that segment which 
radiographically corresponds to the “string 
sign.” The attempt of the intestinal fluid 
column to pass through this congested, edem- 
atous and narrowed stretch of intestinal 
lumen gives rise to the colicky sensation of 
pain. The absence of pain occurs in those 
cases in which the inflammatory lesion is 
diffuse with the cicatrization process just 
beginning. The higher the lesion in the ileum, 
the less likely the stenosis, and hence the 
less likely predefactory pain. 


Fever, pain and weight loss 


Regional enteritis may at times present as 
a case of fever of undetermined origin with- 
out any symptoms referable to the gastro- 
intestinal tract. In an occasional patient nu- 
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tritional deficiency will constitute the out- 
standing clinical feature even though only 
a small amount of the ileum appears to be 
involved. The presence of fistula or abscess 
formation obviously implies some degree of 
perforation. Free perforation with general- 
ized peritonitis is a rare event, but perfora- 
tion may occur, resulting in localized abscess 
in either mesentery or peritoneal cavity with 
the subsequent development of either inter- 
nal or external fistulas. Internal fistulas may 
occur between loops of ileum and ileum, 
ileum and colon, or they may extend into the 
bladder, vagina, adnexal tissues or uterus. 
Less commonly, perirenal abscesses or recto- 
vaginal fistulas occur, and perirectal ab- 
scesses and fistulas may present as apparent- 
ly independent affairs, preceding by some 
years the characteristic symptoms of en- 
teritis. 

Additional diagnostic aids may include 
right lower quadrant mass, scar of a previous 
appendectomy, hypochromic anemia, evi- 
dence of malnutrition or sepsis, steatorrhea, 
and occult blood. The latter occurs in only 
50 to 60 per cent of cases and may be absent 
for long periods of time. 


Diagnosis 


Once the diagnosis of regional enteritis 
or ileocolitis is suspected from the clinical 
picture, the physician is almost completely 
dependent upon the radiologist for confirma- 
tion of the diagnosis. If the terminal ileum 
has been found to be involved in a stenosing, 
ulcerative inflammatory process, the possible 
involvement of other segments of small 
bowel, or of any portion of the large bowel, 
must always be borne in mind and cannot be 
too strongly stressed. In every patient in 
whom regional enteritis is suspected, there- 
fore, the radiologic examination should in- 
clude the whole intestinal tract from the duo- 
denum to the rectum. 

The changes observed in the bowel both 
fluoroscopically and radiographically will de- 
pend on the stage of the pathologic process. 
In the early acute stage, the inflammatory 
reaction in the bowel wail is associated with 
marked edema and congestion, with resultant 
extreme narrowing of the lumen. An im- 
portant aspect of this stage is the preserva- 
tion of peristalsis, a feature so prominently 
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lacking in later stages. Thus, although the 
lumen is markedly narrowed by the thick- 
ened bowel wall, peristalsis will force barium 
through so that obstructive manifestations 
will not be present, and there will be little 
or no proximal small bowel dilatation. As 
the disease progresses through its later stages 
there will be seen evidence of mucosal ulcer- 
ations, marked irregularity and rigidity of 
the barium filled loops of bowel, and evi- 
dence of fistula formation. In the chronic 
stage peristalsis is completely absent, and it 
is this loss which leads to the development 
of small bowel obstruction. Small bowel dila- 
tation and ileal stasis will then be prominent 
features of the radiologic picture in the 
chronic stages. In ileojejunitis skip areas are 
frequent and in disease isolated in the jeju- 
num marked stenotic lesions and obstruction 
characteristically are seen. 

When the disease involves the terminal 
ileum the differential diagnosis must include 
tuberculosis, carcinoma, carcinoid, endome- 
triosis, actinomycosis, and lymphoblastoma. 
If the disease is diffusely “volving the small 
bowel, sprue, Hodgkins, and lymphosarcoma 
must be differentiated. It is important to 
point out that agglutination, clumping, and 
formation of masses of barium are not found 
in regional enteritis, and segmentation such 
as is characteristic of sprue has not been ob- 
served, and when unequivocal segmentation 
occurs, the diagnosis of regional enteritis 
should be suspected as being erroneous. 


Medical management 


Restriction of physical activity during 
exacerbations of the disease is important and 
the avoidance of all excessive types of physi- 
cal exertion mandatory. Besides being of 
potential benefit to the disease itself, such 
reduction in caloric requirement may enabie 
the patient to maintain his weight level, 
rather than lose important poundage. Periodic 
rest periods daily and the avoidance of all 
nervous tension and fatigue should become 
part of the long range program. 

The diet in the management of regional 
enteritis should be planned with considera- 
tion of the irritable stage of the small in- 
testine, the hypermotility, the narrowing of 
the lumen of the small bowel, and the effect 
of possible food idiosyncrasies. The diet, 
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therefore, should be bland, low-fat, high in 
protein and carbohydrate and low in residue. 
The liberal use of proteins and carbohydrates 
is necessary to maintain the patient’s nutri- 
tion against the wasting of the disease and 
they should be supplemented with predigest- 
ed nutritional supplements in any manner 
that makes them more palatable. The diet 
should omit any article of food which might 
be implicated by a careful dietary history as 
having produced any symptomatic aggrava- 
tion of the disease. Milk and milk products 
must be considered with particular care in 
this regard and a milk-free diet has proven 
of value in many cases. 

Vitamin supplements, particularly of the 
B-complex group, iron and vitamin K should 
be given by the parenteral route because of 
the diarrhea and poor absorption from dis- 
eased bowel. Some of the more seriously ill 
patients with this disease, and in particular 
those with previous operative intervention, 
may present profound problems in electrolyte 
and mineral depletion and these must be 
adequately replaced. 


Blood replacement and antibiotics 


The blood of many patients with regional 
enteritis is greatly depleted because of dis- 
ease of long standing, severe hemorrhage, 
malnutrition, and because of so much ab- 
dominal distress on the ingestion of food 
resulting in voluntary limitation of food in- 
take. Some of these patients have bled mas- 
sively and the majority will show a hypo- 
chromic microcytic anemia, probably as a 
result of the loss of blood as well as the poor 
food intake and interference with its absorp- 
tion. In all such patients blood transfusions 
will have an inestimable value. 

Although in general antibiotic therapy has 
been disappointing as a cure of regional en- 
teritis, the use of antibiotics with the limited 
objective of controlling secondary bacterial 
infection or as preparation for a course of 
steroid therapy may be a useful adjunct in 
therapy. Since the broad spectrum antibiotics 
are bacteriostatic, gastrointestinal irritants, 
and may produce resistance strains, their use 
should be limited. Chloromycetin is probably 
the best tolerated by mouth and if necessary 
can also be given parenterally with depres- 
sion of the white count a calculated hazard 
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in its use. Although a direct attack on the 
organisms which have invaded the intestinal 
wall seems most desirable, some apparent 
benefit is derived from the suppression of 
the bacterial flora within the lumen of the 
bowel. Neomycin is probably the most effec- 
tive nonabsorbable sterilizer of the intestine 
and should be given in doses of 2-3 gms. for 
three or four days. Azulfidine, which is usu- 
ally well tolerated, can also be given in doses 
of 4-6 gms. daily for seven to 14 days at a 
time. 


Radiation and steroids 


Radiation therapy to the abdomen in re- 
peated small courses has been recommended 
by Bargen but others do not share his en- 
thusiasm. In some patients given this therapy 
there has been a rather sharp flareup of 
the diarrhea and hemorrhage. In others, heal- 
ing has progressed to such a degree that 
stricture resulted, necessitating surgical ther- 
apy for the stricture. This form of therapy 
is unsuited for the young female paiient but 
is worthy of trial in serious and extensive 
involvement of the bowel. 

Prescription of adrenal steroids is useful 
in regional enteritis but the results obtained 
with them have been disappointing in com- 
parison to the benefits obtained in ulcerative 
colitis. Clinical observations indicate that the 
anti-inflammatory effect of the steroids is 
limited to the initial phase before secondary 
infection has fully developed. When fever, 
leucocytosis, and toxic systemic effects are 
prominent, the steroids may not only be in- 
effective but may actually be detrimental 
by limiting the reaction to bacterial invasion, 
thereby promoting the spread of infection. 
It has seemed, therefore, more logical to defer 
the use of steroids in cases with infection 
until after an attempt has been made to con- 
trol the sepsis with other measures. When 
fistulas or abscesses are present, or if the 
disease has progressed to the stage of granu- 
lomas and strictures, little can be expected 
from this form of therapy. To summarize, 
the steroids are most successful in the re- 
current postoperative disease or in those 
with the malabsorption syndrome secondary 
to extensive ulcerative mucosal forms of the 
disease, but they are contraindicated in the 
treatment of cicatrizing enteritis, and are not 


Rocky Mountain MeEpIcaL JOURNAL 


lil 
he 
Si 

cc 

Ww 

a tr 
y 
tk 
a 

Pp 

4 

te 

c 

4 e 

( 


likely to prove helpful in a patient who has 
had his disease over three years. 


Surgical management 


Surgical intervention is indicated when 
conservative medical therapy fails or when 
an abdominal mass, persistent fever and 
weight loss, progressive anemia and malnu- 
trition, or complications develop. In recent 
years because of the high recurrence rate in 
the surgically managed patient, the great 
amount of help that can be derived from a 
properly timed and chosen palliative surgical 
procedure has tended to become obscured in 
a wave of conservatism. The contraindications 
to surgical intervention are those cases with 
extensive ileojejunitis, acute ileitis, the mu- 
cosal type of enteritis, and those cases with 
extensive combined ileocolitis. When obstruc- 
tive symptoms develop in a high ileojejunitis 
a localized short circuiting procedure is man- 
datory and highly successful. 

If the abdomen has been opened because 
of the suspicion of acute appendicitis, what 
should the surgeon do? He should certainly 
not attempt any operative procedure, either 
resection or short-circuiting, in the presence 
of acute fulminating ileitis, but close the 
abdomen and withdraw as soon as he can. 
It is well known that abdominal wall fistulas 
may develop after an appendectomy per- 
formed during the acute stages of regional 
ileitis, but some experienced surgeons feel 
this may be done if there is no obvious in- 
volvement of the base of the cecum. 

Surgical intervention in the chronic forms 
of the disease is usually done for the develop- 
ment of complications. The positive surgical 
indications in this stage are localized terminal 
ileitis, development of fistulas, hemorrhage, 
obstruction, perforation or abscess formation, 
recurrent ileitis, and persistent activity in 
the primary lesion after an attempted short- 
circuiting procedure. Most cases of localized 
or terminal ileitis are admirably suited to 
surgical intervention, but the timing of such 
a procedure is of great importance. It is good 
judgment, until the lesion in the small bowel 
is localized, until it is well defined, until it 
shows healing and scarring, to delay opera- 
tion until the acute stage has been trans- 
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formed into the healing stage. This interval 
seems to fall most commonly during the sec- 
ond or third years of the disease. The opera- 
tion, when performed, consists of either a 
resection of the involved ileum and ascending 
colon or a short circuiting procedure with an 
ileotransverse colostomy, and must include a 
transection of the ileum proximal to the dis- 
eased area. With the short circuiting proced- 
ure the operative mortality is lower, good 
results higher, and the late recurrence rate 
lower, but the actual percentages are not 
great and opinion is almost equally divided 
throughout the country. The author’s choice 
is that of resection because of experience 
with several patients who subsequently had 
to have resection following a previous short 
circuiting procedure. 

In ileitis recurring after a previous sur- 
gical procedure, operation should be done 
for the complications of obstruction or per- 
foration. In the absence of such manifesta- 
tions, only those cases with severe intractable 
symptoms and with evidence of continued 
infection or profound anemia should be re- 
operated. One should remember that a diag- 
nosis of recurrent disease by x-ray is not an 
indication for more surgery and a persistent 
postoperative diarrhea may represent loss of 
the water reabsorbing function of the right 
colon rather than recurrent disease. Those 
patients who have had massive reactions of 
the small intestine present difficult postoper- 
ative problems in the management of their 
nutritional, electrolytic, and absorption sta- 
tus, which tax the therapeutic skill and 
knowledge of all concerned. 


Summary 


A discussion has been given of the eti- 
ology, clinical picture, and management of re- 
gional enteritis. Medical management should 
be given in the majority of cases with a 
properly timed surgical procedure performed 
in the chronic stages for palliation or the 
development of complications. In the acute 
stage of the disease surgery should not be 
attempted and removal of the appendix lim- 
ited to those instances where there is no 
obvious involvement of the base of the ce- 


cum. ® 
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Review of a common medical 
emergency. An understanding of 
the etiology helps in determining 


proper treatment. 


PULMONARY EDEMA IS ONE CARDIAC EMERGENCY 
with which every physician should complete- 
ly familiarize himself. Pulmonary edema oc- 
curs when the left ventricle fails to empty 
its contents adequately and the pressure rises 
in the left atrium and pulmonary veins, caus- 
ing an accumulation of blood in the pulmo- 
nary circuit. The general practitioner and 
internist see the most pulmonary edema, be- 
cause the heart is most commonly at fault. 
The general surgeon, however, sees pulmo- 
nary edema postoperatively, in burn cases, 
and in thyroid crisis, to mention a few in- 
stances. The neurosurgeon sees pulmonary 
edema due to acute brain injury. The thoracic 
surgeon sees pulmonary edema in traumatic 
chest injuries and following repair of intra- 
cardiac anomalies. The obstetrician sees acute 
pulmonary edema from toxemia of pregnancy 
and the pediatrician sees it in children with 
acute nephritis and congenital heart disease. 
Physicians in all fields of medicine may en- 
counter pulmonary edema following intra- 
venous infusions, shock, broncho-pneumonia, 
asphyxia from drowning or strangulation, 
from inhalation of irritating gases, and from 
acute allergic reactions. 


Etiology 


Cardiac conditions are the most common 
causes of acute pulmonary edema from left 
ventricular failure, and left ventricular fail- 
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Pulmonary edema 


David E. Dines, M.D., Denver 


ure may result from any disease which im- 
poses an undue burden on the left ventricle 
or interferes with its normal action. 

Hypertension accounts for most of the 
left-sided congestive failure and passive con- 
gestion of the lungs. All forms of hyperten- 
sion, including coarctation of the aorta, can 
give rise to the condition. Coronary artery 
disease, aortic valvular lesions, active rheu- 
matic carditis, and congenital heart lesions 
with intracardiac shunts may cause pulmo- 
nary edema. Obstruction to the emptying of 
the left atrium in mitral stenosis frequently 
causes passive congestion of the lungs, and 
mitral stenosis is of great practical impor- 
tance because of its frequency and oper- 
ability. 

In aortic valvular disease, heart failure 
results from gross enlargement of the left 
ventricle, depleting sufficient nourishment 
and interfering with nutrition as a result of 
poor coronary filling. Occasionally, the first 
sign of myocardial infarction in “silent in- 
farctions” is acute pulmonary edema. The 
cause of heart failure in coronary artery 
disease or after myocardial infarctions is an 
interference with adequate myocardial nu- 
trition resulting from coronary atheroscle- 
rosis or coronary occlusion. 

Acute pulmonary edema may occur in 
patients with inspiratory obstruction, pre- 
sumably due to a lowered intrathoracic pres- 
sure favoring a transudation of fluid from 
the capillaries into the alveoli. Occasionally, 
a pulmonary embolism can occlude a major 
pulmonary artery, thereby increasing the 
blood flow in other branches, producing a 
high capillary pressure, hypoxia, and pulmo- 
nary edema. 
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Physiology 

When the left ventricle fails, there is 
incomplete emptying, output falls, residual 
stroke volume increases, diastolic pressure 
rises and the left atrial and pulmonary venous 
pressure rises. The raised pulmonary artery 
pressure is largely the result of a high pul- 
monary venous pressure behind the failing 
left heart'. The right ventricle continues to 
pump its normal amount to the lungs, and 
in a few minutes the blood volume becomes 
redistributed with more in the lungs and 
less in the systemic circulation. If the pul- 
monary venous pressure rises beyond 35 mm. 
of Hg., the patient may die from acute pul- 
monary edema. Because of the high capillary 
pressure, the blood leaving the lung has lost 
water. As more blood circulates through the 
systemic capillaries, it picks up extra-cellular 
fluid which it loses as it circulates through 
the lungs. Accumulation of water in the lungs 
occurs because of increased pulmonary capil- 
lary pressure. 

As pulmonary congestion becomes more 
severe, resting ventilation increases. Patients 
with congestive heart failure become short 
of breath’. Failure of the heart has dampened 
the lung physiology and study of the respira- 
tion* shows a decreased volume of residual 
air. Dyspnea occurs because of the effort re- 
quired to ventilate the stiffened lungs, and 
the muscles of respiration are fatigued be- 
cause of an impaired blood supply. 

Cardiac catheterization studies have dem- 
onstrated an elevated pulmonary capillary 
pressure as recorded by the wedge pressure, 
increased permeability of pulmonary capil- 
laries, and decreased osmotic pressure of 
the blood, as the factors of greatest impor- 
tance in the production of pulmonary edema. 
In left ventricular failure, pulmonary capil- 
lary pressure exceeds the effective osmotic 
pressure and interstitial edema results. 

The amount of blood in the pulmonary 
capillaries normally is 50 ml. Changes in pul- 
monary capillary pressure may be brought 
about by only a slight increase in pulmonary 
blood volume because of the inelasticity of 
the left atrium. The pulmonary blood volume® 
in mitral stenosis is normal or reduced when 
there is cardiac enlargement. In left ventricu- 
lar failure, with the rise in pulmonary artery 
pressure, there is an increased intrathoracic 
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blood volume. Burch and Romney’* have pos- 
tulated that the pulmonary veins possess an 
inherent structure which makes possible a 
variation in size, and that there may be a 
functional “throttle valve” mechanism that 
controls the inflow to the left atrium. 

In pulmonary edema, the vital capacity 
is reduced, but it is greater in the upright 
than in the horizontal position. The dyspnea 
in patients with congestive failure in the 
supine position is due to interference with 
the patency of the respiratory passages at a 
low level of lung inflation’. The amount of 
blood in the lungs is greater by 500 cc. in 
the horizontal than in the erect position‘. 

Transudation of fluid from the capillaries 
into the alveoli occurs when the left atrial 
pressure exceeds the osmotic pressure of 
the plasma (30 mm. Hg.) but this is variable. 
Capillary permeability is increased by anox- 
ia. The high protein content of the pulmo- 
nary edema fluid substantiates that the capil- 
laries are allowing considerable protein to 
escape and greatly reduces the differential 
osmotic pressure across the capillary mem- 
brane. 


Clinical features 


Cardiac asthma is acute fulminating pul- 
monary edema, and usually occurs at night, 
awakening the patient from sleep with a 
feeling of suffocation. He has to sit upright, 
and gasps for breath. An attack begins with 
restlessness and coughing. The breathing be- 
comes more and more labored, and the pa- 
tient may climb out of bed and rush to an 
opened window. Nightmares may act as a 
trigger mechanism. The patient may start 
the cycle off by slipping down in bed, increas- 
ing the pulmonary congestion; breathing 
then increases in rate which augments the 
inflow of blood into the right side of the 
heart, further aggravating pulmonary venous 
congestion and increasing further the respira- 
tory stimulation. As pulmonary edema in- 
creases, frothy pink sputum is produced, and 
there are moist sounds at the lung bases. 
Patients become cold, clammy, and cyanotic. 
Neck veins are engorged and the blood pres- 
sure and venous pressure are raised. Cough- 
ing and wheezing continues while the strug- 
gle for breath lasts, and until the upright 
position is attained. It is not clear why the 


55 


| 


attacks terminate spontaneously. 

Subacute pulmonary edema may occur 
without auscultatory evidence of pulmonary 
rales and crepitations. The patient may com- 
plain of dyspnea from exertion and have no 
auscultatory evidence, but rather marked 
radiologic signs of pulmonary congestion. 
Rheumatic pneumonia falls into this type. 

The radiologic picture® consists of the 
butterfly or bat-wing appearance of pulmo- 
nary congestion. There is a fleecy mottling 
that spreads out from the hilum bilaterally. 
There may be collections of fluid in the 
costophrenic angle. Interlobar fissures are 
thickened, and often there are interlobar 
effusions (the so-called vanishing tumor of 
the lungs). Short horizontal lines may be 
seen in the costophrenic angles in mitral 
stenosis and in left ventricular failure due to 
lymphatic distention and interstitial edema. 


Treatment 


Treatment of pulmonary edema must be 
of an emergency nature and aimed at lower- 
ing venous filling pressure, thus reducing the 
output of the right ventricle. The patient 
must be placed sitting upright. Morphine %4 
grain (15 mg.) subcutaneously depresses the 
pulmonary vasomotor reflexes and allays 
anxiety. 

Venous tourniquets may be applied around 
the thighs with sufficient pressure to obstruct 
the venous return, and should be released 
every 20 minutes to avoid venous thrombosis. 
Venesection of 500 cc. of blood with a vacuum 
bottle may be preferable. Atropine 1/100 
grain may be useful for its drying action, 
but may also induce tachycardia, so must be 
used with caution. Aminophylline .25 gm. 
to .50 gm., slowly, intravenously, diluted in 
50 cc. of distilled water lowers the venous 
pressure, relieves bronchospasm, stimulates 
ventricular contraction, and causes coronary 
and peripheral vasodilatation. 

Hexamethonium bromide 20 to 30 mg., or 
Ansolysen 5 mg. subcutaneously, should be 
given for the ganglionic blocking action to 
lower the peripheral resistance and relieve 
the strain on the left ventricle. Ganglionic 
blocking agents'® lower the pressure in the 
pulmonary artery and may relieve attacks 
quickly. Paroxysmal cardiac dyspnea with a 
rise in blood pressure and left ventricular 
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failure can be initiated by intravenous di- 
goxin. Digoxin and Cedilanid have pressor 
actions, and must be administered cautiously 
if digitalization is necessary. Intravenous 
digitalis can produce ventricular tachycardia 
and fibrillation in an already irritable, hy- 
poxic myocardium. 

In mitral stenosis with pulmonary edema, 
digitalization may increase the right ven- 
tricular output still further while the output 
from the lungs is impeded by the tight mitral 
ring. The high right ventricular output is 
then responsible for the elevated pulmonary 
capillary pressure. 

Oxygen is of value in acute pulmonary 
edema because the arterial oxygen saturation 
is not normal. Ethyl alcohol 95 per cent in a 
humidifier bottle may be beneficial as a 
defoaming agent. Positive pressure breath- 
ing, combined with oxygen, will increase the 
pressure in the alveoli to counteract the high 
pulmonary capillary pressure and decrease 
the transudation of fluid into the alveoli. 


Summary 


This paper reviews the salient features 
of pulmonary edema from congestive heart 
failure. The etiology, physiology, clinical fea- 
tures, and treatment have been discussed. It 
is imperative that the physician, when con- 
fronted with a patient in pulmonary edema, 
be familiar with the diagnosis, etiology, and 
pathophysiology, so that treatment can be 
initiated promptly. Pulmonary edema is a 
cardiac emergency; it responds well to emer- 
gency treatment. 
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A The knight of Norwich 


Watson A. Bowes, Jr., M.D., Denver 


The Waring Society consists of a group 
of junior and senior medical students 
at the University of Colorado 

School of Medicine who meet 

twice a month on a very informal 
basis. Each meeting consists of a 
presentation of an original paper 

as well as informal discussions. 

This paper won the distinction of 


taking the last annual prize. 


WITHIN THE LAST YEAR THERE WAS PUBLISHED 
a small volume entitled The Student Life, 
a collection of excerpts from the writings of 
Sir William Osler. The editor, Dr. Richard 
E. Verney, attempts with these selections to 
set forth Osler’s philosophy. Osler, who spent 
most of his career teaching medicine, often 
reiterated his warning to students that they 
must make the best possible use of their ten 
talents and “try to get the education if not 
of a scholar, at least of a gentleman.” To 
this end he suggested a list of books which 
should be at the bedside of every medical 
student. There were the Old and New Testa- 
ments, Shakespeare, Montaigne, Plutarch’s 
Lives, Marcus Aurelius, Epictetus, Religio 
Medici, Don Quixote, Emerson, Oliver Wen- 
dell Holmes’ Breakfast Table Series. Dr. Ver- 
ney appends the following note to Osler’s 
list of books: 


The above literature, while appealing to medi- 
cal students of the last century, would not—with 
the exception of the Bible and Shakespeare— 
appeal to the student of the present day. 
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He then follows with a more “appealing” 
list of volumes almost entirely made up of 
medical biographies. It is not the purpose of 
this paper, nor am I qualified to dispute the 
merits of these two collections of literature, 
though I regard Dr. Verney’s comment whol- 
ly inept. But there is one striking omission 
from his list of books, Sir Thomas Browne’s 
Religio Medici. For a man who is attempting 
to present some insight into William Osler’s 
philosophy this seems an inexcusable dele- 
tion, for Osler himself often admitted that 
Browne was his lifelong mentor. The in- 
fluence of Sir Thomas Browne upon Sir 
William Osler or even a comparison of the 
two great physicians could be the theme of 
an entire evening’s discourse. In 1868 at age 
17 William Osler purchased his second book, 
the 1862 edition of Religio Medici; and when 
in 1919 Osler’s body lay in the chapel of 
Christ Church College, Oxford, this same 
copy was placed upon the casket. In the 
numerous addresses Osler made he seldom 
neglected to quote from Browne; his biblio- 
mania led him to gather perhaps the most 
complete collection of the various editions 
of Browne’s writings; and his early copy of 
Religio Medici was Osler’s constant com- 
panion. This alone might prove sufficient to 
send one searching in Browne’s writings for 
whatever might have captivated his nine- 
teenth century counterpart. 


Loadstones, badgers, mermaids 

Before examining this legacy it is im- 
portant that we understand why Browne’s 
work might seem to be of no interest to us 
today. Upon reading his books, which on thin 
pages and small print fit snugly into three 
volumes, at least four reasons for his present 
unpopularity are immediately apparent. 
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To begin with the content of these writ- 
ings is somewhat bizarre. Imagine a busy 
practitioner writing meticulously of un- 
earthed burial containers or discoursing with 
enthusiasm on the horticulture of the an- 
cients or writing of loadstones, badgers, mer- 
maids, and unicorns. In our day of Heming- 
way and Hitchcock such topics can hardly 
be expected to sustain interest. Of course the 
subject of Browne’s most well known tract, 
Religio Medici, is implied in the title and is 
of enduring interest. Perhaps for this reason 
it is the author’s only writing that enjoys any 
measure of popularity. 


W onderful style 


One of the most annoying characteristics 
of Browne’s works is the constant allusion to 
Greek and Roman classics, the Bible, mythol- 
ogy, medieval authorities and Renaissance 
figures. These are all unfamiliar topics to 
most modern readers, and analogies and 
examples drawn from them are essentially 
meaningless. In addition there are frequent 
untranslated quotations from the Latin, 
which are intelligible to only an occasional 
well educated reader. Turn only a few pages 
and it seems you are thumbing through an 
anthology of classical literature. There you 
will find Cicero, Epicurus, Plutarch, Homer, 
Pythagorus, Seneca, Caesar, Epictetus, and 
Zeno—to mention only a few. A few more 
pages and you will have at least nodding 
acquaintance with Adam, Solomon, Moses, 
Job, Joseph, Lot, Abraham, Lazarus, Paul 
and Peter. Read on and your curiosity is in- 
trigued by Janus, Hermes, Vulcan, Apollo, 
and Diana. One’s first impression is that 
Browne is a pedant trying to impress the 
reader with his uncanny memory and knowl- 
edge of the classics. On the contrary, Browne 
could have written no other way. The classics 
were second nature to him, and his knowl- 
edge of Greek and Latin as well as several 
contemporary languages was not uncommon 
among educated men of the seventeenth cen- 
tury. 

There is a third factor in Browne’s writ- 
ings which makes difficult reading and which 
in large measure is peculiar to only a handful 
of seventeenth century writers. It is the use 
of invented words, unfamiliar words, and 
pondorous Latinisms. Though all of these 
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words are in English, one frequently has the 
impression that he is wandering in a foreign 
language. At times even a 25-pound un- 
abridged dictionary is of only minimal assist- 
ance. How many of the following are familiar 
at first glance: funambulatory, pinax, di- 
gladiation, embasement, discruciating, pere- 
grinations, opprobrious, callosity, diuturnal? 
Some of the words coined by Browne, for 
example electricity and hallucination, are in 
common. use today, though so many others 
have long since become obsolete. 

At last we come to the most fascinating 
hurdle in Browne’s work, his wonderful 
style. Perhaps it is irony that the very reason 
for Browne’s immortality among English au- 
thors looms as a major stumbling block on 
first reading his work. But on this count a 
little understanding does much to clear our 
field of vision. One’s first irritated impres- 
sion is that this pompous, flowery style was 
constructed for the very purpose of confus- 
ing the issue; and very often Browne does 
just that. However, it helps if we regard him 
not as an author but as a composer, using 
words rather than notes, or as an architect 
building with syntax instead of bricks. That 
he could write succinctly and very much to 
the point is amply clear from his correspond- 
ence with his sons Edward and Thomas. In 
enough words to make himself clear he ad- 
monished them as any father would do, 
reminding them to study their Latin and 
French, passing on news of the family, thank- 
ing them for recent gifts, and warning them 
not to spend too freely and to beware of 
the bewitching qualities of tobacco. But in 
his formal writings to get the point across 
was not always paramount in Browne’s de- 
sign. More often it was to create an effect 
with words, and for this reason Browne is 
regarded as the great prose poet of the Eng- 
lish language. 


Montpellier, Padua, Leyden 


Unfortunately, Sir Thomas Browne had 
neither a Boswell nor a Harvey Cushing to 
immortalize him in biography. Much of his 
life, especially his youth, remains obscure; 
but the few facts can be quickly recorded. 
They reflect the simplicity of his entire na- 
ture. In the Religio Medici Browne recalls 
his youth as a “miracle of 30 years.” The 
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facts would not agree. He was born in 1605, 
the son of a London merchant, who died 
several years thereafter. Browne’s mother 
remarried and despite an occasional refer- 
ence to the contrary, Thomas seems to have 
been treated handsomely by his stepfather. 
His education followed the pattern of most 
well-to-do gentlemen; and after his years at 
Winchester, Browne enrolled in Broadgate 
Hall, Oxford, where he made a distinguished 
record. During the early seventeenth century 
opportunities for medical education in the 
English institutions were notoriously lacking. 
In fact, Sydenham was to have said of Ox- 
ford, “that he would as soon send a man to 
her to learn shoemaking as practical physic.” 
Consequently, Browne went abroad and for 
two years studied at the leading universities 
on the continent. Montpellier in France, 
Browne’s first stop, was famous though fail- 
ing. Padua, where William Harvey had some 
years earlier received his education, was still 
in its prime. Leyden, where in 1633 Browne 
took his medical degree, was rapidly ascend- 
ing to foremost importance among universi- 
ties. 

Upon returning to England, Browne set- 
tled for a short time at Shibden Dale near 
Halifax, and here without benefit of a library 
and as a young man of 28 he wrote the 
Religio Medici, which seven years later was 
to be surreptitiously published and bring 
him world-wide literary fame. Soon there- 
after friends persuaded Browne to move to 
Norwich, where he established his practice, 
married his quiet, devoted wife, who bore 
him ten children, wrote the remainder of his 
famous tracts and in 1682 following his 77th 
birthday died of a sharp attack of colic. 


Knighted in 1671 


The tranquility of Browne’s life in Nor- 
wich scarcely reflects the tumultuous events 
of the great civil war that raged during his 
adult life. Though a devoted Royalist and 
among those who were horrified by the exe- 
cution of Charles I, the circumstances are 
seldom mentioned in his writings. In 1664 
he was made an honorary fellow of the Royal 
College of Physicians; and in 1671 he was 
knighted by Charles II, apparently more for 
his devotion to the crown than his merits as 
author and physician. 
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It would be unfair and even misleading 
to deal with Thomas Browne out of his en- 
vironment. Moreover, Browne in one sense 
is an extremely accurate microcosm of the 
century in which he lived. It is surely an 
oversimplification to draw arbitrary bounda- 
ries in history and label these periods as if 
we were going to file them away in a library. 
On the other hand, it does much to clarify 
any period in history if it can be regarded as 
representing certain specific changes or 
fluxes in human civilization. The seventeenth 
century was a time of revolution, a revolu- 
tion which did more to shake the spirit of 
Western Man than to disturb his political 
and economic foundation. 


Range of interest 


A list of seventeenth century personalities 
is in itself breathtaking, for it was as much 
a century of personalities as events. There 
were Galileo, Harvey, Leewenhoek, Kepler, 
Pascal, Newton, Leibnitz, Descarte, Milton, 
Bunyan, Donne, Locke, Cromwell and Robert 
Boyle among many others. I mention largely 
men of science for it was the new science 
that was the mainspring of the seventeenth 
century revolution. Copernicus suggested and 
Galileo proved that man’s earth was not the 
center of the universe. With the telescope 
man reached into the heavens beyond any 
limits imagined in previous centuries. At the 
same time the brilliant pioneers in micros- 
copy were acquiring a realm of research 
in the minute. The infinite and the infinitesi- 
mal characterized the century. Literature 
reflected this vast expansion of man’s field 
of vision. John Donne chose for the subject 
of a poem the tiny flea, while Bacon claimed 
all knowledge for his province. 

It was inevitable that medieval supersti- 
tion was to feel the greatest impact from the 
new scientific spirit. Men were refusing to 
believe without evidence, and rational in- 
vestigation replaced ancient authority as the 
court of last appeal. There was no field of 
knowledge immune from scrutiny by the 
new school of thought. Characteristically this 
was the century that biblical criticism re- 
ceived its first impetus. This was Sir Thomas 
Browne’s century, and though he was largely 
unaware, as were most of his contemporaries, 
of the great drama going on about him, he 
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reflects perhaps better than any other indi- 
vidual the great opposing forces at war. 

In our age of specialization the great lati- 
tude and versatility of seventeenth century 
personalities is almost unbelievable. I have 
mentioned that Bacon took all of human 
knowledge for his province. Almost without 
exception the great philosophers did not hold 
chairs of philosophy, and most of them were 
first rate mathematicians. Authors wrote 
when their duties in government, business, 
or the professions would allow. Browne was 
no exception to this rule. While tending to a 
practice so large that Mrs. Browne often 
spoke of his long absences from home, he 
found time to write some of the most beauti- 
ful prose in our language. His range of inter- 
est was immense. His vast garden was a 
virtual naturalist’s laboratory, where he con- 
stantly experimented. His home must have 
resembled a museum packed with his books 
and collections of everything from ancient 
coins to anatomical specimens. And charac- 
teristically one of his most popular works 
during his own lifetime, An Inquiry into 
Vulgar Errors, is an encyclopedic analysis 
of almost every conceivable notion that ex- 
isted in his lifetime. It is startling to imagine 
one man writing with authority on vegeta- 
bles, insects, Jews, swimming and floating, 
mermaids, the Red Sea, hieroglyphical pic- 
tures of Egyptians, the death of Aristotle, 
Methuselah, elephants and the tower of 
Babel—to mention only a few items. And all 
this amid a huge practice and duties as a 
devoted and attentive father and husband. 


Perfect amphibian 


In more ways than simply his great 
breadth of knowledge does Sir Thomas 
Browne reflect the spirit of his age. He 
speaks in his own writings of man as the 
great amphibian; and, in fact, Browne him- 
self was the perfect amphibian living in two 
worlds and as much at home in the one as 
the other. His education provided him with 
the best scientific training available in his 
day. The books of many of the leading scien- 
tific minds were to be found in his library; 
and he knew well and admired the work of 
such great contemporaries as Harvey and 
Descarte. It is not a criticism to say that in 
his practice Browne followed largely the 
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teaching of ancient and medieval authorities 
and recommended to young physicians the 
works of Hippocrates and Galen as well as 
more contemporary texts. This was the ac- 
cepted standard of physic in his day, and 
not for many decades was the new research 
to be refined and applied to the everyday 
practice of medicine. Browne always insisted 
upon intense investigation of a new scientific 
postulate. In a letter to his son Edward he 
suggests that one of the causes of deafness 
may be trauma damaging the middle ear, 
but warns that it would dangerous to accept 
such a proposition until more experimental 
evidence was available. 


“Bit of folly” 


Edward Browne, who became one of the 
leading physicians in England and was one 
time physician to the king, often sought ad- 
vice from his father in preparing lectures 
that he was to give in London. Finally 
Browne’s scientific spirit might be character- 
ized by his attempt to correct many of the 
commonly accepted superstitions and falla- 
cies by his publication of Inquiry into Vulgar 
Errors. To the modern reader the book would 
seem to embrace as many follies as it suc- 
cessfully purges, but in the seventeenth cen- 
tury it was truly a noble effort in the search 
for truth. 

While much of Browne’s life illustrates a 
devoted interest in science, he seems to be 
equally at home with the most brazen super- 
stitions. He was familiar with the theories 
of Copernicus and presumably with the work 
of Galileo but refused to believe that the 
earth was not the center of the universe. 
Early in Religio Medici Browne admits that 
he is “naturally inclined to that, which mis- 
guided zeale terms superstition”; and in his 
later years he was much taken with the wan- 
ing practices of alchemy and astrology. Per- 
haps the greatest shadow that history casts 
upon the life of Sir Thomas Browne is his 
participation in the prosecution of two women 
who were executed as witches. Now it must be 
admitted that though numerous eminent per- 
sonalities of the seventeenth century, e.g., 
Sir Isaac Newton, Sir Edward Coke, Francis 
Bacon, Robert Boyle, even William Harvey 
believed in witches, the facts seem to indicate 
that witch trials and the belief in witches 
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were dying out by the middle of the century.* 
Nevertheless, with complete sincerity and 
conviction Browne in 1664, the year of his 
election to the Royal College of Physicians, 
testified that he believed Amy Duny and 
Rose Cullender, both accused of bewitching 
several children, were guilty as charged. He 
had defended his belief in witches and all 
supernatural spirits some years earlier in 
Religio Medici where he maintained that to 
not believe in spirits would be entirely in- 
consistent with a belief in God and the devil. 
There are those who defend and those who 
condemn Browne for this bit of folly that 
contributed to the death of two women 
against whom the evidence was shabby, in- 
consistent, and entirely foolish. Yet it seems 
an unfortunate paradox that this kind physi- 
cian who so often expressed his concern for 
suffering humanity could have been party 
to such dangerous ignorance. There remains 
yet one striking feature of Browne’s life that 
manifests this paradox: the absence of his 
name from the roster of the Royal Society. 
This was a group, formally chartered in 1662, 
composed of many of the leading scientific 
minds in England (some of them close asso- 
ciates of Browne) and representing the nu- 
cleus of the scientific spirit. Many reasons 
are suggested for Browne’s not being a mem- 
ber of this elite group, to which his son 
Edward later belonged; but the fact remains 
that the opportunity of membership seems 
never to have been extended to him. 


Old against new 


To all of the world apart from Nor- 
wich and to succeeding generations Thomas 
Browne’s fame lies almost wholly in his work 
as a seventeenth century author. The literary 
framework in which he wrote was a changing 
one and prose style was in a state of flux. 
Even Browne complained of a lack of style 
by which to be guided. Literature was not 
immune to the influence of the new science, 
and the emphasis was shifting toward ab- 
breviated, matter-of-fact methods of writing. 
Typically the Royal Society exacted from its 
members a close way of speaking, positive 
expressions, and mathematical plainness. 
Browne’s writing reveals the characteristics 


“See the excellent discussion on witch-hunting and witch 
trials in chapter 15 of G. N. Clark’s The Seventeenth Cen- 
tury. 


for Fesruary, 1960 


against which the Royal Society was revolt- 
ing. They considered words as a means to an 
end, a lifeless tool of communication; while 
Browne, with baroque style, proved that 
prose can well be an art form. At times his 
work has the poetic quality of forcing imag- 
inative thoughts and descriptions into a few 
well-turned words, yet on the next page he 
expands the barest notion into a marvelous 
series of musical cadences. This was the old 
revolting against the new, which loomed as 
one of the major components of Browne’s 
entire personality. 


Religio Medici introduced 

To illustrate Browne’s genius it will suf- 
fice to consider two of his works, Religio 
Medici, which won him early recognition as 
an author and which is undoubtedly his most 
popular writing, actually his epitaph, and 
Urn Burial, which is perhaps his most beau- 
tiful accomplishment. The Religio Medici was 
written shortly after Browne returned from 
Europe and while he was still in his late 
twenties. It is a rather desultory collection 
of thoughts presumably written for his own 
edification, not entirely unlike the medita- 
tions of the kindly Roman emperor Marcus 
Aurelius. But as was the custom, the manu- 
script was circulated among several friends, 
and after seven years and several inaccurate 
copyings it fell into the hands of an enter- 
prising printer named Andrew Crooke. De- 
spite the innumerable sermons and theologi- 
cal treatises that flooded the book stands, 
the imaginative Crooke noted something un- 
usual in this anonymous and curious state- 
ment of a doctor’s faith; and in an unhand- 
some edition he printed and circulated an 
inaccurate first edition of Religio Medici. 
The book was not an immediate success until 
it fell into the hands of one Sir Kenelm Dig- 
by, an author, scientist and critic whose name 
would have long since been stricken from 
the record of man had not succeeding genera- 
tions associated him with Browne’s small 
classic. Digby, an ardent Royalist, was en- 
joying the luxury of imprisonment in a fine 
house with all his servants when a friend 
recommended the Religio Medici to him. He 
was a recent convert to Catholicism, had 
written several long treatises on theological 
problems and seemed fascinated by the catch- 
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ing title of Browne’s book. Sending a servant 
to the nearest bookstand, he climbed into bed 
following dinner and awaited the new vol- 
ume. The story is told that Digby began read- 
ing the Religio and with enthusiasm con- 
sumed the entire volume that night and 
before the following evening had written a 
critique which ran to 120 pages, three-fourths 
the length of the Religio itself. Digby’s fame 
was sufficient to thoroughly introduce the 
volume to the public, whereupon Browne 
quickly acknowledge his authorship and 
hastily sent a corrected manuscript to the 
printer. His fame was now insured, the book 
was sent to the continent in Latin transla- 
tion, and Browne was established as one of 
the most popular and influential writers of 
his day. It is curious that almost immediately 
Browne was hailed as champion of numerous 
religious orders. Catholics, Anglicans, and 
even the Quakers submitted his volume as 
testimony of his adherence to their faiths. 
But eventually Rome interpreted his chari- 
table thoughts as heresy, and the Religio 
Medici found its place among good company 
on the Index. 


Urn Burial 

What exactly is the Religio Medici? It is 
no more than the statement of a doctor’s 
faith recorded in beautiful prose. It can easily 
be read from first word to last in an evening, 
but should more properly be read and reread 
aloud. Like poetry, it is robbed of its flavor 
if skimmed rapidly for information. Bacon 
would say it should be chewed and swal- 
lowed. Browne opens with the confession 
that most people of his day regarded doctors 
as having no religion, and it is true that men 
of physic were even regarded as being in 
league with the devil. He then follows with 
several passages that can hardly leave the 
reader in doubt about his religious convic- 
tions. He makes it clear that there are certain 
things to be accepted by faith which are not 
amenable to reason’s inquiry. They are simp- 
ly out of bounds. Yet one is impressed with 
the numerous paradoxes and contradictions 
of the Religio. Strangely enough, though 
Browne regards the biblical story of creation 
as an allegory and not subject to strict inter- 
pretation, he does not hesitate to swallow 
the transformation of Lot’s wife or Noah’s 
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seemingly impossible stunt of finding room 
in a 300-foot ark for all of the animals two 
by two. 

In days when Anglican and Puritan were 
at each other’s throats Browne assumed a 
courageous position of tolerance of all reli- 
gions, Christian and pagan alike. With a wit 
that is too often shadowed by Browne’s mel- 
ancholy he appraises the contemporary re- 
ligious scene with its petty bickering and 
dogma and comments amusingly: 

“... particular Churches and Sects usurpe the 
gates of heaven, and turn the key against each 
other, and thus we go to heaven against each 
other’s wills...” 

Yet amid the grandeur of his great propo- 
sitions of faith and charity there escapes 
some very foolish thoughts. Browne speaks 
of experiments which show that plants may 
be reconstituted after being burned to ashes; 
he thinks it foolish for a man to love his wife 
and children more than a friend; and he 
would “be content that we might procreate 
like trees, without conjunction, or that there 
were any way to perpetuate the world with- 
out this trivial and vulgar way of coition.” 
But allowing him these infrequent lapses into 
the brashness of youth and the ignorance of 
bachelorhood, the remainder is a sublime 
testimony of Browne’s devout character. 

In 1641, some four years after the publi- 
cation of Religio Medici, Thomas Browne 
sent to the printer his voluminous and la- 
borious Inquiry into Vulgar Errors. This long 
discussion and analysis of what Browne con- 
sidered the most popularly held misconcep- 
tions was widely read and added much to 
his popularity and renown as an author. Yet 
this noble effort is today regarded as a liter- 
ary museum piece, and notwithstanding the 
staggering amount of information it contains 
is for the most part very dull reading. There- 
after Sir Thomas assumed a 12-year literary 
silence, which was ended in 1658 by the pub- 
lication of his most beautiful contribution 
to English prose. Some will even say it rep- 
resents the zenith of our prose heritage. 

Some two years before the publication 
of Urn Burial there were discovered not 
far from Norwich a number of small burial 
urns containing ashes of human remains to- 
gether with ornaments and jewelry of the 
deceased. Browne, renowned as an antiquar- 
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ian, was fascinated by the discovery and 
soon possessed, by the kindness of a friend, 
a number of the urns and their contents. It 
is fascinating to imagine Browne at the end 
of a long day of caring for his many patients 
sitting down in his wonderful library and by 
candlelight musing over the urns and their 
mysterious contents. His reflections are re- 
corded in 50 short pages that hardly make 
more than a long essay divided into five parts. 
The first three sections are a rather straight- 
forward, even scientific, discussion of the 
burial urns as well as a delightful discourse 
on the burial rights and customs of the 
ancients. Amusingly, Browne’s extensive 
comments about the urns’ origin, which he 
believed were Roman, are entirely worthless 
as antiquarian information, for subsequent 
authorities have established the vessels as 
being unquestionably Saxon. Such a blow 
would be sufficient to assign a modern scien- 
tific treatise, framed in its dull, uninteresting 
prose, to eternal oblivion. But that Browne’s 
essay has lived in spite of his erroneous as- 
sumptions is mute testimony of the enduring 
quality of its style. 

By the end of the fourth section the reader 
is aware that Sir Thomas seems to have for- 
gotten the urns and is literally flying on the 
wings of his wonderful imagination creating 
one beautiful paragraph after another. The 
fifth and last section, the most famous por- 
tion of Urn Burial, is actually a comment 
upon the vanity of human wishes and reveals 
man’s eternal struggle for immortality in 
monuments and epitaphs. 


Oblivion 


Listen to Browne as he reminds us of our 
fate upon earth: 

“There is no antidote against the Opium of 
time, which temporally considereth all things; 
Our fathers find their graves in our short memo- 
ries, and sadly tell us how we may be buried in 
our Survivors. Gravestones tell truth scarce forty 
years. Generations last while some trees stand, 
and all families last not three oaks.” 

“... the iniquity of oblivion blindely scattereth 
her poppy and deals with the memory of men 
without distinction to merit or perpetuity.” 

“Oblivion is not to be hired: The greater part 
must be content to be as though they had not 
been, to be found in the Register of God, not in 
the record of man.” 


To conclude these remarks let us see now 
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if Thomas Browne is truly of little interest 
to us as medical students. I have set forth 
several reasons for the neglect of his writ- 
ings, summed up briefly the facts of his life, 
shown something of the century in which he 
lived, and discussed in a cursory fashion his 
two most important writings. Where then 
does the significance of this man lie? 


The man 


First, from a purely historic point of view 
Sir Thomas Browne is perhaps the ideal rep- 
resentative of the era in which he lived and 
reflects in one individual as does scarcely 
any other figure the great revolution which 
occurred. But few if any of us are historians. 
As an example of an ideal physician there 
is actually too little information available to 
judge Sir Thomas. More than likely he did 
not rise above many of his contemporaries 
in medicine; and, in fact, his oldest son won 
more immediate renown as a physician than 
did Browne himself. Despite Browne’s huge 
practice and great learning we would likely 
do better spending our time perusing the 
lives of Sir William Osler or Sir James Mac- 
kensie to gain examples by which to conduct 
our professional lives. 

Browne will always have a place in the 
great gallery of English literary genius. His 
place there is too secure for even our stub- 
born neglect to injure. But the fact remains 
that much of his writing is dull and uninter- 
esting. The beauty of his prose can be dis- 
covered in two evenings with Urn Burial and 
Religio Medici. William Osler admits that 
as a physician-author Browne does not rank 
among the giants of literature. Perhaps only 
Rabelais has earned a niche beside Shake- 
speare, Dante, and Cervantes. 

Is there any real value in studying Browne 
as a theologian or philosopher? Sir Thomas 
wrote that the amateur must beware of argu- 
ing about theological problems lest he inad- 
vertently play the devil’s advocate. He loved 
to philosophize simply as a mental exercise 
but would have been the first to admit his 
limitations as a philosopher. There is no ques- 
tion, however, Religio Medici will forever 
remain a heartwarming testimony of a doc- 
tor’s faith in the unseen world that transcends 
our physical lives. 

In the final analysis, however, Sir Thomas 
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Browne’s life surmounts all of these specific 
limitations simply because he combined in 
one full and humble soul a significant contri- 
bution to many fields. He lived his life to 
the fullest, developing each of his talents; 
and in an age conspicuous for its men of 
great latitude he was surpassed by none. 
Despite his mistakes and inconsistencies, we 
see him as a capable and eminently success- 
ful physician tending an enormous practice. 
He represents a breadth of learning and in- 
tellectual energy that is truly breathtaking. 
With his pen and his spare moments he 
escaped the oblivion which he forecasts for 
the greater part of mankind. Yet professional 


WICHE wins grant from . 
National Institute of Mental Health 


The Western Interstate Commission for Higher 
Education has been awarded a three-year grant of 
$68,364 by the National Institute of Mental Health 
for a regional program of postgraduate education 
for Western physicians. 

The purpose of the new regional program is to 
augment the psychiatric knowledge of local physi- 
cians in the early detection and control of mental 
illness and improve their skills in the rehabilita- 
tion of patients recovering from psychiatric dis- 
orders. 

Under this program, groups of pediatricians, 
surgeons, internists, and general practitioners will 
meet weekly in seminars for a period of 10 weeks 
or more to discuss typical psychiatric problems 
encountered in medical practice. Program planning 
and supervision is being handled by the faculty 
of the Langley Porter Neuropsychiatric Institute, 
San Francisco, in cooperation with WICHE’s Men- 
tal Health Council. 

A dozen or so Western communities will take 
part in the program, with teaching units or study 
groups being set up in four cities each year. 

A Colorado city will be the site for a teaching 
unit at some point during the three-year program. 
Selection of the site and other arrangements are 
handled through the state medical society and the 
WICHE staff. 

Each physician study group will have two 
qualified psychiatrist-teachers, who also will be 
available for direct consultation to participaiing 
physicians between seminar meetings. 

In announcing the grant award, Warren T. 
Vaughan, Jr., M.D., WICHE’s Mental Health Proj- 
ect Director, said: “In the face of the critical 
shortages of psychiatrists, it is obvious that most 
psychiatric conditions will have to be handled by 
the practicing physician in the patient’s own com- 
munity. Many parts of the West are without psy- 
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and intellectual interests never superseded 
his dedicated life as a father and husband. 
Those who knew him and left reminiscences 
of these friendships picture him as a kind, 
sensitive person. So it is not the achievements 
but the man. Sir Thomas Browne represents 
a triumph over the routine work, which is 
so much a part of life, and his legacy may 
afford us one example that “a man’s reach 
must exceed his grasp.” ® 
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*William Osler, Aequanimitas With Other Addresses (back 
Page). 


%Verney, op cit., p. 89. 


chiatric services. As a result, the level of psychi- 
atric service available to the people in these areas 
will be determined by the psychiatric knowledge 
and understanding of local physicians. We see this 
new WICHE program as a demonstration that 
greater use can be made of existing resources to 
ease, in part, the shortage of psychiatric man- 
power.” 


My get up and go* 

How do I know my youth is all spent? 

Well, my get up and go has got up and went; 
But in spite of it all I am able to grin 

When I think where my get up and go has been. 
Old age is golden, so I’ve heard it said, 

But sometimes I wonder when I get into bed, 
My ears in a drawer, my teeth in a cup, 

My eyes on the table until I wake up. 

Ere sleep dims my eyes, I say to myself 

Is there anything else I should lay on the shelf? 
And I’m happy to say, as I close the door, 

My friends are the same, perhaps even more! 


When I was young my slippers were red; 

I could kick up my heels right over my head. 
When I grew older my slippers were blue, 

But I could dance the whole night through. 
Now I am old and my slippers are black. 

The reason I know my youth is all spent, 

My get up and go has got up and went. 

But I really don’t mind, when I think with a grin 
Of all the places my get up has been. 

If I ever retire from life’s competition 

I'll busy myself with complete repetition. 

I'll get up each morning, dust off my wits, 
Pick up the paper and read the “obits.” 

If my name is missing I’1l know I’m not dead, 
So I'll eat a good breakfast and go back to bed! 


*The contributor says this should be listed as “‘Unknown to 
F.F.F., meaning unknown to Fame, Fortune or the F.B.I.” 
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A tal dihydrochloride 


brand of thiopropazate dihydrochloride 


for rapid relief of anxiety manifestations 


You will find Dartal outstandingly beneficial 
in management of the anxiety-tension states 
so frequent in hypertensive or menopausal 
patients. And Dartal is particularly useful 
in the treatment of anxiety associated with 
cardiovascular or gastrointestinal disease, or 
the tension experienced by the obese patient 
on restricted diet. You can expect consistent 
results with Dartal in general office practice. 


with low dosage: Only one 2, 5 or 10 mg. tablet 
t.i.d. with relative safety: Evidence indicates Dartal 
is not icterogenic. 


Clinical reports on Dartal: 1. Edisen, C. B., and Samuels, 
A.S.: A.M.A. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
2. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958. 
3. Mathews, F. P.: Am. J. Psychiat. 114:1034 (May) 1958. 
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Management of auricular fibrillation 
with digitalis and quinidine’ 


Before undertaking the treatment of auricular 
fibrillation with digitalis and quinidine it is well 
to refresh our memory with the following well- 
known facts: 

1. A fibrillating heart is not a fully compen- 
sated heart. 

2. Digitalis is a cardiac myotonic. 

3. Quinidine is a myocardial depressant. 

4. Quinidine is a respiratory depressant. 

5. Quinidine and digitalis, particularly the lat- 
ter, should be given according to the patient’s in- 
dividual needs and clinical reactions. 

With this information constantly in mind, one 
would certainly not begin the treatment of auricu- 
lar fibrillation with quinidine. It would be ad- 
ministering a cardiac depressant to an already em- 
barrassed heart—a hazardous procedure. 

What should we do? We should initiate treat- 
ment of digitalis. This is done for two reasons: 
First, to restore the decompensated heart to its 
optimal physiologic status and, second, the more 
compensated the heart the less quinidine will be 
needed to correct the arrhythmia. Once the heart 
is fully digitalized and a maintenance dose is 
established and continued, quinidine therapy is 
started. 

It is well to remember that quinidine is a 
potent drug. It should be given in small gradually 
increasing doses. Most importantly, it should be 
administered according to the patient’s individual 
needs and reactions, and not according to any pre- 
determined fixed schedule. 

It is also well to keep in mind that many of 
the serious toxic effects of quinidine such as con- 
vulsions, shock-like syndromes and sudden deaths 
not infrequently reported in the literature are due 
to respiratory paralysis. 

The following schedule for quinidine dosage is 
very similar to the one I first presented in 1932 
and which has appeared in the literature several 
times in the past 27 years. It is to be used as a 
guide only and not as an unalterable plan. 

The patient, according to this outline, receives 
3 grains of quinidine the first day, 3 grains, two 
hours apart, for two doses the second day, 3 grains, 
two hours apart, for three doses the third day, 


*From the Department of Medicine, School of Medicine, Uni- 
versity of Southern California, Los Angeles, California. 


Samuel A. Weisman, M.D., Los Angeles 


Tentative quinidine dosage schedule 


Day 8:00 a.m. 10:00 a.m. 12:00 noon 2:00 p.m. 
2 02 
3 02 0.2 
4 0.2 0.2 0.2 0.2 
5 0.33 gm. (6gr) 0.33 ae 
6 0.33 0.33 0.33 0.33 
7 0.33 0.67 
8 0.67 gm. (10gr) 0.67 sad 


etc., providing the patient suffers no toxic effects, 
such as nausea, vomiting, diarrhea, tinnitus, etc. 
If, however, these symptoms do appear, revert 
back to the preceding day’s dosage or to the pre- 
vious two days’ dosage and proceed at a slower 
rate. Increase the dose every two or three days 
instead of daily. It may be necessary to discontinue 
the drug entirely. 

It also is well to recollect a pharmacologic fact. 
A patient may well tolerate an initial dose of a 
drug without any untoward effects. However, a 
second or third dose given at too frequent intervals 
may prove very toxic for the individual. Each 
individual has his own threshhold for any drug. 
Once the arrhythmia is restored to normal sinus 
rhythm it is well to maintain that day’s dosage for 
a few days, then gradually, every two or three 
days, reduce the amount of quinidine, until a 
maintenance dose, 9, 6, or 3 grains, is established 
and continue indefinitely, with both the digitalis 
and quinidine maintenance doses. 

Not more than 30 grains of quinidine are given 
in any one day. In our experience, it was found 
difficult to maintain normal rhythm in those cases 
requiring more than 30 grains to correct the ar- 
rhythmia and sooner or later the fibrillation re- 
curred. 


Summary 

The purpose of this presentation is to serve as 
a reminder for the judicious use of digitalis and 
quinidine for the treatment of auricular fibrilla- 
tion. 
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TUMOR CONFERENCES 


Presbyterian Hospital, Denver 


Lymphangitic carcinomatosis of lungs 


Case presentation 


This is a 38-year-old white male who entered 
the hospital on November 21, 1959, with the chief 
complaints of severe low back pain and shortness 
of breath. Three weeks prior to admission the 
patient complained of a chest cold and cough pro- 
ductive of a small amount of blood tinged sputum. 
Also at this time lumbosacral back pain suddenly 
developed which was particularly painful on move- 
ment. At times the pain radiated to the scrotum 
and upper legs. Both the respiratory symptoms 
and the back pain improved with bed rest and 
aspirin therapy. However, on the day prior to ad- 
mission shortness of breath and lumbar back pain 
became particularly severe. 

The patient had spent 27 months in a German 
prisoner of war camp during the second World 
War. He was hospitalized for three years between 
1945 and 1948 for treatment of active pulmonary 
tuberculosis. Treatment included bilateral pneumo- 
thorax and phrenic nerve crush. Since discharge in 
1948 there has been no weight loss, night sweats, 
fever, or productive sputum, and follow up chest 
x-ray examinations have shown no evidence of re- 
activation of the tuberculosis. 

In October, 1957, the patient recovered with 
difficulty from a severe bout of “Asiatic flu.” In 
January, 1958, a subtotal gastrectomy and Billroth 
I re-anastomosis was done for treatment of a 
gastric ulcer which had not healed under medical 
management. Three years prior to that admission 
he had received medical treatment for a duodenal 
ulcer with success. Histologic examination of the 
gastric ulcer revealed undifferentiated mucin se- 
creting adenocarcinoma within the ulcer bed. Since 
his gastrectomy until the onset of the present com- 
plaints, however, the patient had enjoyed good 
health with no evidence of abdominal pain, ano- 
rexia, weight loss or undue weakness. 

Physical examination on admission revealed a 


*Supported by grant from the Frieda L. Maytag Memorial 
Cancer Fund, Colorado Division, American Cancer Society. 
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C. W. Anthony, M.D., Moderator 
E. W. Koneman, M.D., Resident in Pathology“ 


well developed, well nourished white male who 
appeared chronically ill, lethargic, and in obvious 
respiratory distress with hyperventilation. The 
blood pressure was 120/85, the pulse 86 and regu- 
lar, and the body temperature 98.8° F. The skin 
generally was cool and sweaty. Percussion of the 
chest revealed dullness bilaterally over the lung 
bases. Auscultation revealed a friction rub and 
inspiratory wheezes over the left base and moist 
rales over the right base. Examination of the heart 
revealed no evidence of cardiomegaly to percus- 
sion and murmurs were not detected upon auscul- 
tation. The abdomen was slightly distended and 
diffusely tender and the bowel sounds were hypo- 
active. Masses or enlarged organs were not pal- 
pable. There was no evidence of peripheral ade- 
nopathy or edema. The neurologic examination 
was physiological. 

The hemoglobin on admission was 11.45 grams 
and the hematocrit was 37 volume per cent. The 
white blood count was 14,500, and 73 per cent 
polys, 11 per cent stabs, 11 per cent lymphocytes 
were counted in the differential. The urine specific 
gravity was 1.021. Chemical examination of the 
urine revealed 2 plus albumin and spun sediment 
contained many finely granular casts, 3 to 5 red 
blood cells, and 10 to 15 white blood cells per high 
power field. X-ray examination of the lungs re- 
vealed fibrocalcific tuberculosis in both upper 
lungs with moderate contraction of the upper 
lobes. There was apical pleural thickening on the 
right and pleural thickening at both bases with 
calcification noted at the right base. Compensatory 
emphysematous changes were noted in the lower 
portion of the lungs and there was moderate dif- 
fuse peribronchial fibrosis. X-ray examination of 
the lumbosacral spine revealed osteoarthritic lip- 
ping of the lumbar spine most prominent about 
the third interspace. There was no evidence of disc 
narrowing or any suggestion of metastatic disease. 
An electrocardiograph was within normal limits 
except for sinus tachycardia. 

Severe back pain continued after admission and 
continued on page 76 
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LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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wider latitude in adjusting dosage 


ARISTOGESIC is particularly effective for relief of chronic — 
but less severe — pain of rheumatic origin. ARISTOGESIC com- 
bines the anti-inflammatory effects of ARISTOCORT® Triam- 
cinolone with the analgesic action of salicylamide, a highly 
potent salicylate. Dosage requirements for ARISTOGESIC are 
substantially lower than generally required for each agent 
alone. The exceptionally wide latitude of dosage adjustment 
with ARISTOGESIC permits well-tolerated therapy for long 
periods of time with fewer side effects. 

Indications: Mild cases of rheumatoid arthritis, tenosynovitis, syno- 


vitis, bursitis, mild spondylitis, myositis, fibrositis, neuritis, and cer- 
tain muscular strains. 


Dosage: Average initial dosage: 2 capsules 3 or 4 times daily. Main- 
tenance dosage to be adjusted according to response. 


Precautions: All precautions and contraindications traditional to 
corticosteroid therapy should be observed. The amount of drug used 
should be carefully adjusted to the lowest dosage which will suppress 
symptoms. Discontinuance of therapy must be carried out gradually 
after patients have been on steroids for prolonged periods. 


Each ARISTOGESIC Capsule contains: 


ARISTOCORT® Triamcinolone 0.5 mg. 
Salicylamide ............ 325 mg. 
Dried Aluminum Hydroxide Gel .....................:00000+ 75 mg. 


Ascorbic Acid ........ 


Supply: Bottles of 100 and 1,000. 


Capsules 
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Tumor conferences cont. trom page 73 


could only be controlled with morphine. The tem- 
perature rose to 100 degrees F. Because of the back 
pain, fever, and urinary findings, the patient was 
treated with Gantricin. On the day after admis- 
sion substernal chest pain, dyspnea, and cyanosis 
developed. The blood pressure at that time was 
138/78 and the pulse was 126 and regular. On 
November 23, 1959, the patient was extremely 
anxious and hyperventilating. The serum carbon 
dioxide content was 17.4 meq./liter and the serum 
chloride was 103 meq./liter. Dyspnea and cyanosis 
progressed and the patient’s condition rapidly de- 
teriorated during a 10-hour period before death. 
Terminally he was extremely lethargic, disorient- 
ed, and reflexes could not be elicited. He expired 
on November 24, 1959, the third hospital day. 


Differential diagnosis 


Dr. D. E. Dines: I feel that the most likely 
diagnosis is that the patient had experienced an 
acute vascular accident, most likely a dissecting 
aneurysm of the aorta. The patient had had tuber- 
culosis and was treated in the sanitarium between 
1945 and 1948 and a possible etiology for the dis- 
secting aneurysm in a 38-year-old male would be a 
mycotic aneurysm involving the media. This would 
then give an etiology for the dissection. 

Past history revealed that he had had a sub- 
total gastrectomy and a Bilroth I anastomosis for 
a gastric ulcer. The pathologic report revealed that 
he had an undifferentiated mucin secreting adeno- 
carcinoma but since his gastrectomy he had done 
well without any complaints, he had lost no weight 
and he had had no pain or anorexia. 

On physical examination he was acutely ill. His 
blood pressure was up and was recorded as 120/85. 
This is one of the differentiating points between 
an acute coronary thrombosis and a dissecting 
aneurysm as in the latter case these patients will 
maintain their blood pressure with the dissection. 
There was dullness bilaterally on examination of 
the lungs with a friction rub on the left and in- 
spiratory wheezes and moist rales. Again, this can 
commonly be seen in a patient with a dissecting 
aneurysm with blood leaking into the pleural 
space. The first examination of the heart revealed 
no murmurs but on the second night a diastolic 
murmur was heard by one listener and recorded. 
I felt this could best be explained by dissection 
up into the arch of the aorta involving the aortic 
ring causing a functional aortic diastolic murmur. 
These murmurs are often transient in nature. The 
neurologic examination on admission was normal; 
however, towards the end shortly before his de- 
mise it was reported that he was completely are- 
flexic. Again, a dissecting aneurysm can dissect 
downward, involving the intercostal and spinal 
arteries and these patients will become areflexic. 
The pain was very typical of a dissecting aneurysm 
that the patient complained of, being a diffuse 
type of pain into the back, down into the scrotum 
and legs. 
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The hemoglobin on admission was 11.45 grams, 
again explained by dissecting aneurysm in which 
there is considerable blood in the media. The white 
blood count was elevated to 14,500 with a shift to 
the left and this is commonly seen in dissecting 
aneurysms. The urinalysis revealed albumin and 
red blood cells in the urine and again dissection 
involving the renal artery can produce these find- 
ings. 

My second choice in this case was that the 
patient had a retroperitoneal tumor, and because 
his brother had Hodgkin’s disease, a lymphoma 
could be a possibility in this case. I felt that the 
tumor in the retroperitoneal space would account 
for his pain, the anemia, and that the tumor had 
involved the left renal vein invading into it, in- 
volving the left spermatic vein accounting for the 
pain into his left scrotum, and that a renal vein 
thrombosis had occurred. I further felt that the 
renal vein thrombosis had allowed multiple pul- 
monary emboli to occur, giving the picture that 
we saw with shortness of breath and finally hyper- 
ventilation, tachycardia, dyspnea, cyanosis and 
death. 

Dr. J. L. Kovarik: We note from the history 
that this patient was admitted with chief com- 
plaints of low back pain and shortness of breath. 
It is assumed that low back pain refers to the 
lumbar area as distinguished from the thoracic 
area and buttocks. This, plus the radiation of pain 
to the scrotum and legs is indicative of a lumbar 
retroperitoneal pathologic process. 

We also note that the patient was treated for 
pulmonary tuberculosis from 1945 to 1948, so it 
is doubtful that he received any of the antitubercu- 
lous chemotherapeutic agents. The fact that he had 
a right phrenic nerve crush ard bilateral pneumo- 
thorax would indicate that he had bilateral cavi- 
tary disease at one time. In view of the stable 
appearance of the lesions seen in his chest x-ray, 
I doubt that tuberculosis is pertinent to the pres- 
ent illness. For the same reason I have discounted 
the history of a recent cold and do not feel that 
the single episode of streaking hemoptysis asso- 
ciated with the cold is significant. Likewise, I am 
ignoring the reference to the “Asiatic flu.” 

The revelation of a histological diagnosis in a 
CPC immediately arouses suspicion. The report of 
undifferentiated mucin-secreting adenocarcinoma 
in the gastric ulcer, without mention of involve- 
ment of regional lymph nodes, makes one think 
that the primary carcinoma may have been in the 
pancreas with invasion of the stomach in the ulcer- 
ated area. While such a diagnosis is possible, it is 
not probable. 

In considering the dyspnea, back pain and 
cyanosis, several diagnostic possibilities come to 
mind. Pneumothorax is unlikely because of the 
probable obliteration of the pleural space from 
dense adhesions. Addison’s disease with adrenal 
failure as the result of tuberculous involvement 
is not compatible with the lack of hypotension 
and normal serum sodium. A renal neoplasm is a 
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possibility, but not likely. Retroperitoneal lym- 
phoma and a vascular crisis, such as a dissecting 
aneurysm or mesenteric thrombosis, have been 
discussed by Dr. Dines. 

We know that pain from metastases to the 
lumbar vertebrae not uncommonly precedes de- 
monstrable lesions on x-ray. However, in attempt- 
ing to correlate the clincal picture of diffuse ab- 
dominal pain, lumbar and substernal pain with 
radiation to the legs and scrotum, dyspnea, tachyp- 
nea, tachycardia, fever, cool skin and cyanosis 
with maintenance of blood pressure until termi- 
nally, plus the rapid deterioration and death in 
three days, I believe the most tenable diagnosis 
is acute pancreatitis, with or without neoplastic 
involvement. 

X-ray discussion (Dr. R. W. Hammer): X-ray 
examination of the stomach in September, 1957, 
revealed a lesser curvature prepyloric gastric 
ulcer. After one month of medical treatment the 
ulcer was about 50 per cent of its previous size. 
It is unusual for a malignant ulcer to shrink like 
that. A chest x-ray on the present admission 
showed relatively stable tuberculosis, although 
this is somewhat difficult to evaluate with cer- 
tanity, having only one film. We were unable to 
demonstrate any evidence of metastatic disease or 
disseminated tuberculosis in any of our films. 

Dr. J. L. Kovarik: I would like to know what 
the clinical diagnosis was. . 

Dr. R. R. Starr: Clinically we didn’t know with 
what we were dealing. This patient was actively 
working up until about one month before death. 
We were suspicious of recurrent carcinoma of the 
stomach, but there was no evidence of metastatic 
spread by x-rays. Because of the fever, back pain, 
and urinary findings we treated him symptomati- 
cally for urinary tract infection. Although he had 
no past history of urinary tract disease, we were 
in the process of getting pyelograms when he died. 

Dr. J. R. Spencer: The possibility remains that 
this patient died from miliary tuberculosis. As I 
recall, there is a statistically significant higher 
incidence of reactivation of tuberculosis following 
gastrectomy. 

Dr. D. E. Dines: There is also an association of 
amyloidosis with old tuberculosis which would 
explain many of the clinical symptoms. Amyloido- 
sis, of course, is more common with multiple 
myeloma; however, we would have needed further 
studies to establish this diagnosis. 

Dr. G. H. Curfman, Jr.: I don’t think we should 
so readily dismiss the possibility of carcinoma. 
Metastatic carcinoma would explain the low back 
pain. It would, however, be difficult to explain 
the cardiac symptoms unless there were also me- 
tastasis to the pericardium or myocardium. 


Autopsy findings 


Dr. C. W. Anthony: At autopsy the lungs 
were found to be encased in dense rubbery ad- 
hesions containing small calcific deposits. The 
lungs were both heavy, the right weighing 1,100 
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grams and the left 980 grams. Sectioning revealed 
an emphysematous honeycombing in the apices 
and numerous focal calcific deposits measuring up 
to one centimeter in greatest diameter. Congestion 
and edema were noted throughout; however, there 
was no gross evidence of metastatic tumor. Ex- 
cept for mild arteriosclerosis, the coronary arteries 
and aorta were normal. The liver weighed 2,250 
grams and the spleen 280 grams and each pre- 
sented a homogeneous congested cut surface. The 
pancreas, adrenal glands and kidneys were not 
remarkable. A two centimeter in diameter firm 
gray-white nodule was noted beneath the mucosa 
of the stomach at the anastomotic site. The regional 
para-aortic lymph nodes were enlarged and many 
small tumor-like nodules were noted along the 
mesentery of the duodenum. Sectioning of the 
vertebral bodies of L3 and L4 revealed subtotal 
replacement of the marrow cavity by a firm in- 
filtrative process which was transluscent when 
examined by transmitted light. Except for evi- 
dence of mild cerebral edema, the brain was 
normal. 

It wasn’t until microscopic examination of the 
lungs that the cause of death was found. The 
majority of the perivascular lymphatics were 
plugged with clumps of tumor cells, many having 
a characteristic signet ring appearance of mucin 
secreting carcinoma. Many of the arterioles were 
thrombosed with evidence of recanalization often 
by three or four lumina (Fig. 1). Clumps of tumor 
cells were also noted within many of these throm- 
bosed vessels. The pulmonary nodules grossly 
described consisted of dense fibrous connective tis- 
sue showing hyaline and calcific degeneration. No 
evidence of active tuberculosis was found histo- 
logically or by cultures of lung material. The hilar 
and para-aortic lymph nodes were completely re- 
placed by undifferentiated carcinoma similar to 
that seen within the pulmonary lymphatics. Simi- 
lar metastatic carcinoma was noted in the sections 
of lumbar vertebra and within sternal bone mar- 
row squeezings. Residual carcinoma was hoted 
within the submucosa of the stomach at the 
anastomotic site. 


Anatomical diagnoses 


Adenocarcinoma, undifferentiated, mucin se- 
creting, stomach (gastric resection 1-20-58). 


A. Adenocarcinoma, undifferentiated, mucin se- 
creting, residual, anastomotic site, stomach, with 
direct extension into adjacent mesentery and pan- 
creas. 

B. Adenocarcinoma, undiffirentiated, mucin se- 
creting, metastatic, regional, para-aortic, and hilar 
lymph nodes; lungs (lymphangitic carcinomatosis); 
sternum and lumbar vertebra. 

Thrombosis, pulmonary arterioles, bilateral, 
with lumen recanalization. 

Tuberculosis, pulmonary, bilateral, inactive. 

Edema, pulmonary, bilateral, severe. 

Hypertrophy, cardiac, right, moderate. 

Hyperplasia, bone marrow, with early periph- 
eral leukoerythroblastosis. 


Pathological discussion 


This autopsy most vividly presents the mysteri- 
ous progression of cancer and its protean modes 
of clinical manifestation. Almost two years ago 
a gastric cancer was discovered in this patient and 
removed. Despite this history, neither the subse- 
quent clinical course nor diagnostic laboratory 
studies supported metastatic progression of this 
cancer. Suddenly severe respiratory symptoms and 
lumbar back pain developed which rapidly pro- 
gressed to death within one month. Physical and 
laboratory examinations did not disclose a diagno- 
sis, and even gross autopsy examination failed to 
reveal a disease process of sufficient severity to 
cause death. 

In 1936, Dr. T. T. Wu’, at the University of 
Leeds, reported five cases and reviewed 49 other 
cases in the literature in which there was a gen- 
eralized cancerous permeation of the pulmonary 
lymphatics. All of the lymphatics—the subpleural, 
peribronchial, and perivascular—were filled with 
cancer cells, resulting in severe pulmonary edema 
in most cases. Metastatic cancer was usually found 
in the hilar lymph nodes, and the theory in vogue 
is that the pulmonary lymphatics become filled 
with cancer cells in a retrograde fashion after the 
nodes are blocked by tumor. It is of particular 
interest that three-fourths of the cases reviewed 
by Dr. Wu presented primary carcinoma of the 
stomach. In a significant number of cases there 
were striking associated obliterative changes in the 
pulmonary arteries which consisted either of 
thrombosis or of fibrous tissue proliferation of 
the intima without antecedent thrombosis. Cardiac 
hypertrophy, mainly of the right side, with or 
without dilatation, occurred in 11 of the cases re- 
viewed. The most common symptoms were dysp- 
nea, cough and cyanosis, and general physical 
deterioration. 

Both the clinical and pathological findings of 
this patient are identical to those listed by Dr. Wu. 
The hilar lymph nodes were extensively involved 


Rocky Mountain MEpDIcAL JOURNAL 


Ww 


n = 


| 


with metastatic cancer, and in many areas typical 
signet ring cells were identified, strongly suggest- 
ing the stomach as the primary site of the tumor. 
The peribronchial and perivascular lymphatics in 
every section of the lung obtained were plugged 
with nests of cancer cells resulting in pulmonary 
edema. The obliterative vascular changes described 
by Dr. Wu were noted throughout, consisting gen- 
erally of thrombosis with evidence of lumen re- 
canalization. Cardiac dilatation and right ventricu- 
lar hypertrophy developed and the congestive find- 
ings in the lungs and other visceral organs reflect 
significant cardiac failure. 

Residual carcinoma of the stomach was found 
upon histologic examination of the anastomotic 
site. In addition to the extensive lymphatic spread 
of this tumor, there is also evidence of tumor cells 
within veins and within the thrombosed arterioles 
in the lungs. Distant spread of carcinoma was 
noted in the sternum and in the lumbar vertebra, 
the latter accounting for the severe lumbar back 
Pain. 

Significant in this patient’s past history is 
three years’ hospitalization for pulmonary tuber- 
culosis. Many focal areas of fibrosis with hyaline 
degeneration, focal necrosis, and a thickened cal- 
cific pleura were noted; however, in no section 
obtained was there histologic evidence of active 
tuberculosis. Smears and cultures of sputum and 
autopsy material failed to reveal acid fast organ- 
isms. From our examinations it is evident that the 
tuberculosis was healed. 

Metastatic carcinoma to bone marrow charac- 
teristically produces a peripheral blood picture of 
leukoerythroblastosis, which was not reported in 
the routine blood count in this case. Careful exam- 
ination of the peripheral smear, however, reveals 
a few nucleated red blood cells and occasional 
metamyelocytes, indicating early leukoerythroblas- 
tosis which probably would have become overtly 
manifest if the patient had lived longer. 

In summary, this autopsy reveals that this 
patient died from metastatic carcinoma of the 
stomach involving primarily the lymphatics of the 
lungs (lymphangitic carcinomatosis) which result- 
ed in severe bilateral pulmonary edema and right 
heart failure. 

Dr. Spencer: In your review of the subject, 
was the x-ray diagnosis often made before death? 

Dr. E. W. Koneman: Although the diagnosis 
was made infrequently, a characteristic chest x-ray 
picture was described by Dr. Wu: “A stringed 
design consisting of branching lines which arise 
from the hilum and break up into a fine network 
as they extend towards the periphery. Here and 
there small nodules are present at the points of 
intersection indicating dilated lymphatics.” 

Dr. Hammer: We certainly have no such picture 
in this case. We usually encounter lymphangitic 
metastasis in the lungs from carcinoma of the 
breast, but of course we see more carcinoma of 
the breast than stomach. It would have been inter- 
esting to review the previous x-rays, although 
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I doubt if it would have added anything. 

Dr. K. C. Sawyer: I would like to make two 
points of interest in this case. Initially the gastric 
ulcer was considered benign by the x-ray appear- 
ance. The percentage of error in distinguishing 
benign from malignant gastric lesions by x-ray 
is about 10.9 per cent. Gastric ulcers are surgical 
lesions and should be resected unless there are 
medical contra-indications for surgery. Second, the 
association of duodenal ulcer and gastric cancer 
exhibited by this patient is uncommon, to the 
point that gastric ulcers are considered safe if an 
active duodenal ulcer can be demonstrated. 

REFERENCES 
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THE 
WASHINGTON 


SCENE 


A monthly news summary from the nation’s 
capital by the Washington Office of the A.M.A. 


Overshadowing all other developments from 
the standpoint of the medical profession was the 
flat prediction from a high adminstration official 
and key lawmakers that Congress this year would 
vote some sort of liberalization of the Social Se- 
curity program. 

There was general agreement that Congress 
would broaden the Social Security plan for per- 
manently and totally disabled persons by remov- 
ing the requirement that a person has to be at 
least 50 years of age before receiving such benefits. 

However, there were forecasts of even further 
liberalization. House Speaker Sam Rayburn (D., 
Texas) said monthly cash benefits also may be 
boosted. On the other hand, the House leader said 
he believed a majority of the House Ways and 
Means Committee was opposed to the disputed 
Forand bill that would finance partial health care 
for the elderly through higher Social Security 


taxes at an estimated extra cost of $2 billion an- 
nually. As a result, he said he did not think “there 
was a great deal of chance for it.” But the AFL- 
CIO and some Congressional backers of the highly 
controversial bill were urging Congress to approve 
it this year. 

Arthur S. Flemming, Secretary of Health, Edu- 
cation and Welfare, asserted that the administra- 
tion is planning to offer a program aimed at assist- 
ing needy aged to meet health bills, but gave no 
details. The official noted that the administration 
has firmly opposed the Forand-type approach on 
grounds it- would destroy the rapid progress in 
meeting the problem through private means. But 
Flemming, in a speech before the American Asso- 
ciation of University Teachers of Insurance, said 
the administration has an obligation “to stay with 
it” until it arrives at a plan. 

Congress has extended the Social Security pro- 
gram every presidential election year since 1948, 
and 1960 appeared to be no exception. Whether or 
not the issue of medical care for the aged will be 
included was one of the big question marks early 
in the session. 

Shortly before Congress convened, the Boards 
of Trustees of the A.M.A. and the American Hos- 
pital Association, in a joint resolution, pledged to 
“mobilize their full resources to accelerate the 
development of adequately financed health care 
programs for needy persons—especially the aged 
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needy”—at state and local levels. 

The Boards said Forand-type legislation is “not 
designed to assist to the needy, since they apply 
to all Social Security beneficiaries and exclude the 
majority of needy persons, who are not eligible 
for Social Security benefits.” 

Following the action, Dr. Louis M. Orr, A.M.A. 
President, and three other A.M.A. officials—Dr. 
E. Vincent Askey, A.M.A. President-elect, Dr. F. J. 
L. Blasingame, Executive Vice President, and Dr. 
Ernest B. Howard, Assistant Executive Vice Presi- 
dent—visited Vice President Richard M. Nixon at 
his Washington office. They told the Vice Presi- 
dent that by the end of this year an estimated 60 
per cent of the nation’s aged persons who want 
and need voluntary health insurance will have it. 

Mr. Nixon, according to the officials, was de- 
lighted to receive the information and “very much 
interested” in the program of voluntary health 
insurance for the aged. 


Physicians who are officers of qualified clinics 
would be entitled to deduct as business expenses 
money set aside for their retirement under a pro- 
posed regulation of the Internal Revenue Service. 
The decision climaxed a five-year effort of a group 
of Montana physicians to secure such tax treat- 
ment, and marked an important tax development 
for physicians who operate clinics. Self-employed 
physicians continue to be barred from similar tax 


treatment, though there is legislation before the 
Senate Finance Committee that would afford them 
tax deferrals on funds set aside for retirement. 
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Educational association announced 

An “association” between the 135-year-old Jef- 
ferson Medical College of Philadelphia and the 
12-year-old Lovelace Foundation for Medical Edu- 
cation and Research in Albuquerque, N. M., has 
been announced by William W. Bodine, Jr., Presi- 
dent of the Jefferson Medical College and Medical 
Center. 

Arrangements were made following conferences 
between Bodine and Dr. William R. Lovelace, 
President and co-founder of Lovelace Foundation, 
and their staffs. Dr. William A. Sodeman, dean 
of Jefferson Medical College, and Dr. Burgess L. 
Gordon, director of medical education at Lovelace 
Foundation, charted the “areas of association.” 

“While there are wide possibilities of mutual 
benefit,” Dr. Sodeman stated, “Jefferson is happy 
to make available the multiple advantages of our 
academic program faculty of over 700. We hope to 
help Lovelace expand its fellowship and graduate 
student program and we can exchange information 
on our research programs on which Jefferson ex- 
pends nearly a million dollars a year. 

“Jefferson welcomes the experience the Love- 
lace Foundation offers us in space medicine and 
blast biology. Lovelace conducted a vital phase of 
the physical examinations of the seven men select- 
ed as astronauts by the National Aeronautics and 
Space Administration.” 


New program in neurology 

Last July the College of Medicine of the Uni- 
versity of Utah announced the establishment of a 
Division of Neurology with the object of bringing 
together scattered facilities for teaching, patient 
care and research. Dr. Leonard W. Jarcho was ap- 
pointed Chairman of the new division, an inde- 
pendent unit under the Dean of the College. Dr. 
Jarcho, formerly Chief, Medical Service, Veterans 
Administration Hospital and Assistant Professor of 
Medicine, has recently returned from 18 months 
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of study in England and Boston as Assistant Pro- 
fessor of Neurology and Chief, Neurology Service, 
Veterans Administration Hospital, as well as Neu- 
rologist-in-Chief at the Salt Lake County General 
Hospital. 

The new division currently administers an ap- 
proved two-year residency in neurology, which 
provides training opportunities for residents in 
medicine, psychiatry, surgery and pediatrics as 
well as those intending to make their careers in 
neurology itself. Approval for a third year is ex- 
pected shortly. 

The activities of the Division of Neurology in- 
clude the operation of a 45-bed ward, clinical 
electroencephalographic and_ electromyographic 
laboratories, neuroradiologic facilities and several 
research units at the Fort Douglas Veterans Ad- 
ministration Hospital; consulting services at 12th 
Avenue Veterans Administration Hospital and the 
Salt Lake County General Hospital, as well as an 
EEG laboratory and out-patient clinics at the 
latter hospital. A revision of the medical college 
curriculum in neurology is in progress. 


New machine at Dee Hospital 

A new machine that can increase both speed 
and accuracy in the diagnosis of certain diseases 
has been installed at the Dee Hospital in Ogden. 
It counts red and white blood cells electronically 
with less than one per cent error. The present 
manual method of counting cells sometimes re- 
sults in errors from 10 to 15 per cent. The machine 
can do a blood count in two minutes or less as 
compared with 15 minutes or more for the present 
method. 


Dr. Wood receives grant 

A grant of $10,913 for research in aging has 
been awarded to Don C. Wood, M.D., of the re- 
search staff of the Ft. Douglas Veterans Admin- 
istration Hospital by the U. S. Public Health Serv- 
ice. 

Dr. Wood, who also is research instructor in 
pathology at the University of Utah College of 
Medicine, is making a study of certain types of 
proteins involved in cataract formation and aging. 


Obituary 
JOHN M. COLETTI 

John M. Coletti, M.D., 50, prominent physician, 
surgeon and dermatologist, died December 25 at 
his home after a heart attack. 

Dr. Coletti was born February 21, 1909, in Cum- 
berland, Wyoming. He married Juelle Lamb, Feb- 
ruary 4, 1937, in Atlanta, Georgia. 

Dr. Coletti had practiced medicine in Salt Lake 
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City since 1942 and for the past six years special- 
ized in dermatology. He was a member of the 
International College of Surgeons and the Ameri- 
can Board of Dermatology. He was a clinical 
assistant in dermatology, University of Utah Col- 
lege of Medicine, and a member of the Pacific and 
Rocky Mountain Dermatological Association. 

Dr. Coletti was a member of Our Lady of 
Lourdes Catholic Parish, the Fourth Degree, 
Knights of Columbus, the Serra Club and the 
Ambassador Club, and was a former President 
of Our Lady of Lourdes Men’s Club. 

Survivors include his widow, son, daughter, 
mother and brother. 


Larimer county physicians meet 


The Larimer County Medical Society met in 
Loveland on January 6, and heard two papers pre- 
sented by William A. H. Rettberg, M.D., of Denver. 

Dr. Rettberg’s papers were entitled, “The Use 
of the Blood Bank,” and “Lymphomas.” 


ANNOUNCING 

SCHERING'S 
NEW 

MYOGESIC’ 


CARISOPRODOL 


*MYOGESIC 


muscle 


velenent analgesic 


-EASES 
SPASM & PAIN I 
SPRAINS, STRAINS, 
LOW BACK PAINS 


Russian medical economic 
problems discussed 


Fifty members of the El Paso County Medical 
Society and their guests met at the El Paso Club 
in Colorado Springs on December 9, for their 
regular monthly meeting. 

Dr. Harry Bryan delivered a talk on medical 
economic problems in the Soviet Union. A short 
film on Civil Defense was shown by Dr. R. R. 
Anderson. 


Patience with the patient* 


Rush me not and lend an ear, 

For a new batch o’ woes does bring me here. 
Back again with my lil ole list— 

Of maladies that persist to exist. 


Now I have attempted to ignore every one, 
Or drown them all in lots of bour-bon. 
Both efforts failed—here I sit, 

Feeling the part of a nervous nit wit. 


Can the patient be an neurotic chronic? 
Or—is the cause too much gin n’ tonic? 
Whether diagnosis be the jitters or gout, 
Please give the victim—benefit o’ doubt. 


continued on page 102 


*Submitted from the office of Drs. G. Paul Smith and Lynn 
A. James, Grand Junction. It was written by one of their 
neurotic patients. 
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Think of renting x-ray equipment as 
conveniently as you subscribe for 
telephone service! Exclusive Maxi- 
service rental plan offers all new-model 
G-E x-ray units . . . takes no capital 
from your savings. Makes it worry- 
free to “go modern” in x-ray and 
always stay that way. For complete 
details, contact your G-E x-ray rep- 
resentative, listed below. 


DIRECT FACTORY BRANCHES 
BUTTE 
103 N. Wyoming St. - Phone 2-5871 
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All this for one monthly fee — 


@ Modern x-ray equipment, free of 
obsolescence worries 

@ Comprehensive coverage: periodic 
inspection, maintenance, tubes, parts, 
emergency repairs 

@ Freedom to add or replace equipment 
as improvements appear 

@ Full property insurance on equipment — 
in case of accidental damage or loss, G.E. 
repairs or replaces equipment 


@ Local property taxes paid in full 
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Clinical studies have shown that VISTARIL pro- 
duces no significant lowering of blood pres- 
sure, pulse, or respiration in chronic drinkers. 
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RELA—a new myogesic for better 
relaxant and analgesic therapy— 
more adept management of 
spasm and pain in strains, 
sprains and low back pains. 


RELA—though a single drug—is a true 
myogesic and works rapidly 
to achieve three desired effects... 


Rela relaxes acute muscle spasm 
Relief of muscle spasm (96% excellent 
to good effectiveness)! 


Rela provides a unique quality of 

persistent pain relief through 

its relaxant and analgesic actions 
“Relief from pain was usually rapid 

and sometimes dramatic’’! 


Rela, through relaxation and analgesia, 
assures daytime ease and nighttime rest 
“,_..Anumber of patients reported 
freedom from insomnia which they 
attributed to freedom from pain.”’! 


indications: RELA is most beneficial in those 
conditions of the musculoskeletal system 
manifesting pain, stiffness and spasm. 

safety: Studies of more than 1400 patients 
indicate that the toxicity of RELA is exceptionally 
low. In human subjects, respiratory, 

blood pressure or blood chemistry changes 
and/or renal, hepatic or endocrine dysfunction 
have not been reported. 

dosage: The usual adult dosage of RELA is 

one tablet 3 times daily and at bedtime. 

RELA has a rapid onset of action, with relief 
usually apparent within 30 minutes, and 
persisting for at least 6 hours. 

supply: RELA is available as 350 mg., pink, 
coated tablets in bottles of 30. 


1. Kuge, T.: To be published. H-227 
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Organization cont. trom page 96 


American College of Surgeons 


Surgeons and related medical personnel are in- 
vited to attend a three-day Sectional Meeting of 
the American College of Surgeons in Colorado 
Springs, Colorado, March 21 through 23, 1960. 
Headquarters will be the Broadmoor Hotel. 

The program will include scientific reports on 
topics of current concern such as management of 
the injured hand, treatment of duodenal ulcer, ap- 
pendicitis, treatment of neck fractures, surgical 
convalescence, and cancer and pregnancy. Sym- 
posiums on injuries, cancer and hospital infections 
will be presented. Also, selected medical motion 
pictures and cine clinic films from the 1959 Clin- 
ical Congress will be shown. 

Dr. Paul R. Hawley, Chicago, Director, Ameri- 
can College of Surgeons, will be the speaker at 
the college dinner. The subject of his talk will be, 
“The Epidemiology of an American Legend.” 


Obituaries 


Fort Morgan loses one of its oldest doctors 


Arthur Frederick Williams, M.D., of Fort Mor- 
gan, died on November 21, 1959. Dr. Williams was 
born on January 3, 1881, in Oscota, Michigan. He 
was graduated from the University of Colorado 


Medical School and started to practice in Colorado, 
receiving his license in 1903. Life emeritus status 
in the Colorado State Medical Society was be- 
stowed on Dr. Williams in 1956. 


Arvada “Man of Year” dies 


Edwin L. Foster, M.D., of Arvada, died recently 
at the age of 94. Dr. Foster was born September 6, 
1865, in Kentucky, and was graduated from the 
University of Kentucky Medical School in 1890. 
He moved to Monte Vista, Colorado, in 1897, and 
was in charge of the State Soldiers and Sailors 
Home in that city. He was licensed to practice in 
Colorado in 1899. In 1902, he and his wife moved 
to Denver and in 1907 they finally settled in Ar- 
vada, where they lived for 53 years. 

Dr. Foster was the second doctor to settle in 
Arvada, in those years a small farm community. 
After making his calls on horseback and buggy, 
Dr. Foster finally got a car in 1909, the first one 
in Arvada. 

In 1954, Dr. Foster was named “Man of the 
Year” by the Arvada Chamber of Commerce. He 
was active in community affairs and belonged to 
many civic and fraternal organizations. He was a 
member of the Arvada Masonic Lodge, Past Patron 
of the Temple Chapter of the Order of Eastern 
Star and an elder of the Arvada Presbyterian 
Church. He was President of the Arvada School 
Board when that town’s first high school was built. 


SANDIA RANCH SANATORIUNM 


Rt. 4, Box 4104 


Albuquerque, New Mexico 


Telephone DI 4-3273 


For the care and treatment of patients with nervous or mental disorders. 


Licensed psychiatric hospital 
20 acres landscaped grounds 
Favorable year-round climate | 


Joun W. Myers, m.p., Medical Director 
ALAN JACcoBSON, M.D., Psychiatrist 
Frep W. LANeneR, M.D., Psychiatrist 
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Later, in appreciation of his services to Arvada 
schools, the Foster Elementary School was named 
after him. 

Dr. Foster was a charter member of the Clear 
Creek Valley Medical Society and one of its hon- 
orary members. He was elected to Life Emeritus 
membership in the Colorado State Medical Society 
in 1954. Two years ago he retired from active 
practice. 

Survivors include his wife and two daughters. 
Many good things may be said of this wonderful 
man but he was the doctor who in his own words 
said, “Rain or shine you had to go when called, 
and many a time I knew I wouldn’t get anything 
for it. Books I never keep and patients either paid 
or forgot the bill.” 


Colorado Springs mourns for 
Dr. “Joe” Lewis 


James Wayne Lewis, M.D., of Colorado Springs, 
died on December 15, 1959. Dr. Joe (everyone 
called him Joe) was born in Salida, Colorado, on 
August 27, 1912. His elementary training was 
completed in the Salida schools. He then majored 
in science at the University of Colorado, where he 
was honored by the Phi Beta Kappa key. His 
liberal arts education led to the M.A. degree. 

Dr. Lewis graduated from the University of 
Colorado School of Medicine and was accepted in 
Alpha Omega Alpha. He served an 18-month in- 


ternship at the Evanston Memorial Hospital and 
then entered private practice in internal medicine 
at Little Rock, Arkansas, being licensed also in 
Illinois and Arkansas. 

Dr. Lewis returned to Northwestern Medical 
School for further training but World War II inter- 
rupted his postgraduate plans and he joined the 
staff of the University of Illinois Medical Unit 
and began his service with the rank of captain, for 
a period of three and one-half years as chief of 
radiology in North Africa, Italy and Germany. 
Later, Army reserve duty led to the rank of 
colonel. 

After the war, Dr. Lewis returned to his resi- 
dency in radiology at Northwestern and at length 
became one of the founders of the Colorado Springs 
Medical Center where he practiced until his death. 
He became a member of the Colorado State Medi- 
cal Society in 1946. 

Dr. Lewis was a diplomate of the American 
Board of Radiology and a fellow of the American 
College of Radiology. He belonged to the Radio- 
logical Society of North America, the Rocky 
Mountain Radiological Society, the El Paso County 
Medical Society and the Colorado State Medical 
Society. He was an officer and a pioneer in the 
founding of the Society of Nuclear Medicine and 
did research work at Oak Ridge, Tennessee, in 
nuclear medicine. 

Dr. Lewis had extensive extra-medical inter- 
ests. He was very active in Colorado Springs 
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This policy covers accidents from noon 
of the policy date and sickness origi- 
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policy date, unless specifically excluded, 
except—it covers tuberculosis, heart 
disease and disease in the female 
organs, provided such conditions origi- 
nate more than six months after the 
policy date. 

The policy does not cover, and the 
premium includes no charge for, loss 


disability income protection. 
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which is caused by war or any act of 
war or while in military or naval serv- 
ice of any country at war; suicide or 
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community affairs, particularly in sports. He was 
past President of the Colorado Springs Quarter- 
back Club, a member of the board of the old Sky- 
sox Baseball team, chief timer of the Hill Climb 
Association, an enthusiastic follower of the Indi- 
anapolis automobile races and an executive for the 
Boy Scouts. In addition, he was a member of the 
Board of Education of School District No. 11, a 
member of the Y.M.C.A., the El Paso Club, the 
Garden of the Gods Club and the Security Saving 
Corporation. His fraternities were Phi Delta, Phi 
Epsilon Phi, and Phi Rho Sigma. 

During his school days, Dr. Lewis married 
Carol Dalton, who at the time was a teacher in 
the school of nursing at the University of Colo- 
rado. His two children are Carol, who is working 
on her master’s degree, and James, who is in pre- 
medical work. 

Dr. Lewis was well liked by all the roent- 
genologists in the state and his renown was 
national in scope through his medical articles. 
No formal listing of his accomplishments is ade- 
quate to reflect his personality. His was a warm 
heart that opened in friendly greeting to all men. 
He displayed incredible energy and enthusiasm in 
carrying out his assignments, which makes his loss 
the greater for those who depended upon him in 
the multiple demands of medicine and of life. 


Loveland loses one of its oldest 

William P. Gasser, M.D., died in Loveland, 
Colorado, on December 11, 1959. Dr. Gasser was 
born in Illinois in 1894 and was licensed to practice 
in Colorado in 1920 after graduating from the 
University of Colorado. 

Dr. Gasser joined the Denver Medical Society 
in 1920, and moved to Loveland in 1921. He be- 
came a member of Larimer County Medical Society 
in 1921 and practiced there ever since. He was 
Vice President of the Colorado State Medical 
Society in 1933 and served several years on the 
Colorado State Board of Health just prior to 
World War II. 

Dr. Gasser was elected to Life Emeritus mem- 
bership in the Colorado State Medical Society in 
1954. 


Montrose mourns doctor 

Montrose mourns the recent death of Fredolph 
G. Didrickson, M.D. Dr. Didrickson was born in 
1880 and after graduation came to Colorado in 
1902. He was licensed to practice medicine in 1903 
and had been a member of the Montrose County 
Medical Society ever since that year. In 1954 he 
was elected to lifetime emeritus membership in 
the Colorado State Medical Society. 


Death takes prominent ophthalmologist 


Donald H. O’Rourke, M.D., of Denver, died on 
December 27, 1959. Dr. O’Rourke was born in 
Fort Wayne, Indiana, on April 15, 1893, and at- 
tended high school there. He took his premed 
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training at the University of Michigan and re- 
ceived his medical degree from Rush Medical Col- 
lege in Chicago. He interned at St. Francis Hospital 
in Wichita and was licensed to practice in Colorado 
in 1923 after serving as a lieutenant commander 
in the U. S. Navy. He became a member of the 
Colorado State Medical Society in 1925 and earned 
an ophthalmology degree from Colorado Univer- 
sity. For his residency in eye work he chose 
Vienna, where he studied in 1926. 

Dr. O’Rourke was a member of the American 
Academy of Ophthalmology, the Rotary Club and 
the Denver Country Club. 

He is survived by his wife, two sons, two 
daughters, and two brothers. 


MONTANA 


Thirteenth Interim Session 
Montana Medical Association 


Western Life Insurance Bldg. 
Helena, Montana 


February 26-27, 1960 
SCIENTIFIC SESSIONS 
Friday, February 26 


Morning 


Presiding Officer—A. L. Vadheim, Jr., M.D., Boze- 
man, Montana, Chairman, Program Committee 
9:30—“Maternal Mortality in Montana,” Robert J. 
Casey, M.D., Great Falls, Mont.; David Fridley, 
M.D., Helena, Montana 

10:00—‘‘Pathologic Aspects of Management of 
Malignant Melanomas,” Volney W. Steele, M.D., 
Bozeman, Montana 

10:30—Recess 

10:40—“Investments and Their Managements,” Mr. 
Miller Mathews, Security Analyst and Trust In- 


vestment Officer, Union Bank and Trust Co., 
Helena, Montana 

11:10—“Management of Recent Injuries and Acute 
Infections of the Hand,” Frederick N. Reed, M.D., 
Great Falls, Montana 

11:40—“Status of Surgery in Coronary Heart Dis- 
ease,” James W. Quinn, M.D., Missoula, Montana 
12:10—Luncheon 


Afternoon 


Presiding Officer—Ernest J. Eichwald, M.D., Great 
Falls, Montana, Vice Chairman, Program Commit- 
tee 

1:30—Orthopedic Roundtable Discussion, “Frac- 
tures” 

2:00—“The Forand Bill,” Thomas Hawkins, M.D., 
Helena, Montana 

2:35—“What Should You Do for Your Tubercular 
Patient?” Guest speaker to be announced. Spon- 
sored by The Montana Trudeau Society. 
3:30—Recess 

3:40—“Diagnosis and Management of Diaphrag- 
matic Esophageal Hiatal Hernia,” M. C. Mabein, 
Jr., Billings, Montana 

4:10—“Staphylococcus Phage Types With Refer- 
ence to Southwestern Montana,” John A. Newman, 
M.D., Butte, Montana 


Obituaries 
JOHN KENNEDY COLMAN 

John Kennedy Colman, M.D., Butte, died on 
December 19, 1959. Dr. Colman was born in Dun- 
kirk, New York, December 31, 1905. He received a 
B.Sc. degree from the University of Michigan in 
1928, and his M.D. degree from the University of 
Michigan Medical School in 1931. In 1936, he 
moved to Butte to engage in the practice of ortho- 
pedic surgery. Dr. Colman was very interested in 
all civic affairs and was an active member of 


several important committees of Montana Medical 
Association. 


EDWIN MYRON ADAMS 


Edwin Myron Adams, M.D., Red Lodge, died 
at the Carbon County Memorial Hospital on De- 
cember 4 after a brief illness. Dr. Adams was 
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depression are replaced by a 
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and appetite returns. The family, 
too, is cheered by the improve- 
ment in the patient’s condition. 
With NIAMID therapy, patient 
care becomes noticeably less 
demanding. 


Supply: NIAMID (brand of nialamide) 
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mg. (orange) scored tablets. 


Complete references and a Professional 
Information Booklet giving detailed in- 
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request from the Medical Department, 
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born on August 7, 1882, in Hancock, New Hamp- 
shire. He received his A.B. degree from the 
University of Cincinnati in 1905, and his M.D. 
degree from the Medical College of Ohio in 1909. 
Immediately after graduation from medical school, 
he located in Red Lodge for the general practice 
of medicine. Dr. Adams served as county physician 
for many years and was very active in all civic 
affairs in his community. At the last annual meet- 
ing of the Montana Medical Association, Dr. Adams 
became a member of the Fifty Year Club. 


MAUDE MARGUERITE GERDES 

Maude Marguerite Gerdes, M.D., Miles City, 
died suddenly on December 27, 1959, while visiting 
relatives in Minnesota. Dr. Gerdes was born in 
Eureka, South Dakota, on February 27, 1902. She 
graduated from the University of Minnesota Med- 
ical School in 1930. 

Dr. Gerdes became an instructor at the Uni- 
versity of Minnesota Medical School in 1937 and, 
in 1938, joined the staff of the U. S. Public Health 
Service. In 1942, she moved to Billings to engage 
in the practice of obstetrics and gynecology. She 
discontinued her practice in 1957 to become Dis- 
trict Health Officer of the Big Horn and Treasure 
Counties Health Department. In 1958, she became 
a member of the staff of the Gaberson Clinic, Miles 
City. Dr. Gerdes was very active in the affairs of 
the Montana Medical Association and in civic en- 
deavors. 


Newton Optical 
Company 
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MEDICAL 
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Postgraduate course on diseases of the chest 
The Council on Postgraduate Medical Educa- 
tion of the American College of Chest Physicians 
will present the 13th annual postgraduate course 
on diseases of the chest at the Sheraton Hotel, 
Philadelphia, March 14-18, 1960. 
The most recent advances in the diagnosis and 


_treatment of heart and lung diseases, medical 


and surgical aspects, will be presented. Tuition for 
this five-day course will be $100, including round 
table luncheon discussions. 

Further information may be obtained by writ- 
ing to the Executive Director, American College 
of Chest Physicians, 112 East Chestnut Street, 
Chicago 11, Illinois. 


New Orleans Graduate Medical Assembly 

The twenty-third annual meeting of the New 
Orleans Graduate Medical Assembly will be held 
March 7 through 10 at the Roosevelt Hotel in New 
Orleans. 

Guest speakers include outstanding physicians 
representing 19 specialties. A clinical cruise to the 
West Indies has been arranged following the New 
Orleans meeting. 

For further information, write: Mannie D. 
Paine, Jr., M.D., The New Orleans Graduate Medi- 
cal Assembly, 1430 Tulane Ave., Rm. 103, New 
Orleans 12. 


American Board of Obstetrics 
and Gynecology 


The next scheduled examinations (Part II), 
oral and clinical, for all candidates will be con- 
ducted at the Edgewater Beach Hotel, Chicago, 
Illinois, by the entire Board from April 11 through 
16, 1960. Formal notice of the exact time of each 
candidate’s examination will be sent him in ad- 
vance of the examination dates. continued on page 112 
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immortals of chinese mythology: 


Ho Kn 


This gentle maiden became an immortal by her 
unique diet of moonbeams and mother-of-pearl 


TODAY... 


this steroid of unsurpassed safety and effectiveness 
holds an enduring place in the medical armamen- 
tarium 


METICORTEN 


METICoRTEN,® brand of prednisone, 5 mg. tablets. 
SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
You will soon receive in your mail a handmade, four-color 
three-dimensional figure of this Chinese Immortal, 
mounted and suitable for framing. 
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Candidates who participated in the Part I ex- 
aminations will be notified of their eligibility for 
the Part II examinations as soon as possible. 

The deadline date for the receipt of new and 
reopened applications for the 1961 examinations 
is August 1, 1960. Candidates are urged to submit 
their applications as soon as possible before that 
time. For further details, write: Robert L. Faulk- 
ner, M.D., 2105 Adelbert Road, Cleveland 6, Ohio. 


Third Annual Oklahoma 
Colloquy on Advances in Medicine 


A program on adrenal steroids has been de- 
veloped for the Third Annual Oklahoma Colloquy 
on Advances in Medicine to be held March 24-26 
at the University of Oklahoma Medical Center, 
Oklahoma City. 

Fifteen guest lecturers and 13 members of the 
Medical Center faculty will participate. 

Scientific papers will cover clinical application 
of the steroids in endocrinology, infectious diseases, 
gastroenterology, rheumatic disease, hematological 
diseases (including the leukemias and immuno- 
hematological disorders), neoplastic, collagen, re- 
nal and allergic diseases. 

Others will deal with the basic physiological 
and biochemical aspects of adrenal steroids. The 
pharmacology and side effects also will be dis- 
cussed. 

In addition to the general sessions, special in- 
terest meetings are planned in the fields of medi- 
cine, pediatrics, surgery and basic science. 

A dinner meeting October 25 will give regis- 
trants an opportunity to meet with the partici- 
pants informally. 

The colloquy was planned by the Oklahoma 
Medical Center Department of Medicine and Office 
of Postgraduate Education in collaboration with 
the Oklahoma City Internists Association, Okla- 
homa City Surgical Society and the Oklahoma City 
Pediatric Society: Merck Sharp & Dohme is a 
sponsor. 

Additional information may be obtained by 
writing the Office of Postgraduate Education, Uni- 
versity of Oklahoma Medical Center, 801 NE 13, 
Oklahoma City, Oklahoma. 


A belated tribute 
to some friends of medicine* 


It has become increasingly evident during the 
past few years that physicians, both organized and 
as individuals, cannot count on the support of some 
of their professional colleagues in many types of 
crisis. Indeed, the only professional groups on 


*From the Spokane County Medical Society Bulletin, Sep- 
tember, 1958. 
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(Advertisement) 


Tetracycline Phosphate Complex (TETREX® ) 


U.S, PAT. NO. 2,791,609 


in the Therapy of PNEUMONIA 


Preferably, antibiotic therapy should be based 
on pretreatment culture of the offending patho- 
gen, but in bacterial pneumonia the problem may 
well be too pressing to permit the required delay 
of 24 to 48 hours. A differential diagnosis among 
bacterial pneumonias, based on such clinical 
grounds as speed of onset, sepsis and pain may 
guide the choice of antibiotic for initiation of 
therapy. 

Should clinical judgment dictate that antibi- 
otic therapy be started immediately, at the same 
time a sputum sample or a subglottic swab can be 
sent to the laboratory for culture and sensitivity 
studies. If the response to the first antimicrobial 
agent proves unsatisfactory, a reasonable basis 
for changing therapy will then be at hand. 


Choosing the Antibiotic 


Since therapy must be started at once for bac- 
terial pneumonia, it is advisable to choose a 
broad-spectrum antibiotic that quickly produces 
high levels of active agent (e.g., tetracycline 
phosphate complex, TETREX). Such an antibiotic 
probably has the best chance of controlling the 
pathogen, whether it be gram-negative or gram- 
positive. And if the laboratory report shows that 
the invading organism is much less sensitive to 
tetracycline than to other agents, the patient can 
then be changed to an appropriate antibiotic. If 
the difference in sensitivity is slight, then the 
possibility of side effects, sensitization, and tox- 
icity should be evaluated before changing therapy 
to another antibiotic. 

The greatest number of bacterial pneumonias 
are caused by pneumococci, which respond very 
well to penicillin, tetracycline, and chloram- 
phenicol. Also, these antibiotics are usually 
effective against the other gram-positive coccal 
pneumonias. But penicillin is ineffective against 
the viral pneumonias and the gram-negative 
Hemophilus influenzae and Klebsiella pneu- 
moniae. Although K. pneumoniae causes only 
about 1 to 2 per cent of pneumonia cases on the 
average,! these are apt to be acute and fulmi- 
nating (Friedlander’s pneumonia), with a high 
mortality rate if not effectively treated. Since 
pneumococeal pneumonia may be difficult to 
distinguish clinically from Friedlander’s, except 
by gram-stained sputum smear, it may be wiser 
to start treatment with an agent also effective 
against Klebsiella. 

Penicillin, however, in addition to having a 
limited spectrum, also causes many minor and 
some serious sensitivity reactions. In a recent 
survey? it was found that penicillin produced 
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severe skin reaction. But most important was the 
observation that anaphylactic shock, with a 
fatality rate of about 9 per cent, was the most 
frequent serious reaction. Such severe reactions 
are almost always associated with parenteral 
administration. 

Tetracycline is also clinically effective in pri- 
mary atypical pneumonia.® 

The tetracyclines (e.g., TETREX) have the 
advantage of a broad range of antimicrobial 
activity and low toxicity. And in addition, the 
physician does not have to trouble himself or his 
patients with repeated blood studies when he 
prescribes TETREX. Minor reactions such as gas- 
tric upsets or mild skin rashes occur occasionally. 
The most serious side effects are staphylococcal 
and monilial overgrowth, but these are rare and 
can be adequately controlled. 

No one would deny that appropriate antibiotic 
therapy has greatly reduced morbidity and saved 
many lives of patients with bacterial pneumonia. 
Nevertheless, general supportive measures in the 
care of patients remain important even today. 
Especially in the desperately ill patient, antibi- 
otics are not considered as substitutes for the 
individual evaluation, clinical observation and 
judgment of the physician. 


Some Micro-organisms Susceptible* to 
Tetracycline (TETREX) 


Streptococcus; Staphylococcus; Pneumococ- 
cus; Gonococcus; Meningococcus; C. diph- 
theriae; B. anthracis; E. coli; Proteus; A. 
aerog ; Ps. aerugi ; K. p iae; 
Shigella; Brucella; P. tularensis; H. influ- 
enzae; T. pallidum; Rickettsiae; Viruses of 
psittacosis and ornithosis, lymphogranuloma 
inguinale, primary atypical pneumonia; E. 
histolytica; D. granulomatosis. 


a Some strains are not susceptible. 

b Table adapted from Goodman, L. S., and Gilman, A.: 
The Pharmaceutical Basis of Therapeutics. 2nd edition, 
New York, The Macmillan Co., 1956, pp. 1322-1323. 


References: 1. Wood, W. E., Jr.: In: A Textbook of Medicine. 
Edited by Cecil, R. L., and Loeb, R. F., 9th edition, Philadelphia, 
W. B. Saunders Co., 1955, p. 145. 2. Welch, H.; Lewis, C. H.; 
Weinstein, H. I., and Boeckman, B. B.: Severe reactions to anti- 
biotics. A nationwide survey. Antibiotic Med. & Clin. Ther. 4:800 
(Dec.) 1957. 3. Keefer, C. S.: The choice of an anti-infective 
agent. In: Drugs of Choice, 1958-1959. Edited by Walter Modell, 
St. Louis, The C. V. Mosby Co., 1958, p. 135. 
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whom the ordinary physicians feel they can in- 
variably count are the pharmacists and the clergy. 
This brief article is an attempt to remind the 
medical profession of another group who are stead- 
ily becoming among the most enthusiastic sup- 
porters of individual physicians and the private 
practice of medicine in the United States today. 

The funeral directors, morticians or under- 
takers, as they are more commonly called, have 
progressed a long way towards professional status 
from the days when undertaking was a sideline 
in a local furniture establishment or worse, a 
carpentry shop. This commercial heritage has left 
the funeral director with a somewhat more busi- 


ness-like approach to his profession than the 
physician is supposed to have, but the funeral 
director has accepted so many responsibilities, 
both private and public, that he has long since 
attained professional status. 

It would be well for us to mention here that 
the average funeral director has gradually accept- 
ed more and more of the role of comforting a 
family in its bereavement and indeed, he probably 
stands next to the family’s pastor in this particular 
function, having in this respect often replaced 
completely a function which the historical “family 
doctor” formerly provided for the patient’s family. 
Many funeral directors insist that this is the most 

continued on page 118 
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Or ganization cont. from page 114 


important single service which they render, and 
it certainly should be said that it is the one most 
often appreciated by the family. 

Another service which the funeral director pro- 
vides for the average family is a source of tem- 
porary funds in cases of emergency. Few profes- 
sional or businessmen realize the huge cash out- 
lays that the average funeral director makes in 
advance for a funeral in purchasing services which 
must be paid for immediately, since it is very 
unusual for a funeral director to be paid in ad- 
vance. Even at the time of the funeral, he often 
has very large accounts receivable and often ad- 
vances relatively large sums of money to families 
for transportation and similar expenses incurred 
in association with a death. Allow me to stress 
that this particular type of accounts receivable 
differs from that of the physician, attorney, min- 
ister or other professional person in that it repre- 
sents actual capital that must be spent, rather 
than service performed, for which eventual pay- 
ment will probably be made. 

It is customary in this day and age to criticize 
the mortuary profession for the lavish institutions 
and vehicies which they maintain and for excessive 
costs of such important and expensive items as 
caskets, funeral plots, etc. This is no more fair 
than criticizing General Motors for building Cadil- 


”Tranquilizers—Why?” 


lacs or criticizing modern hospitals for having 
private rooms rather than wards. These are serv- 
ices which the public demands and for which the 
public is prepared to pay. Those families who are 
most intent on having relatively inexpensive fu- 
nerals can obtain them. However, this is not an 
essay in defense of the commercial aspects of 
mortuary science but rather, one to remind the 
physicians of the value of the friendship of its 

continued on page 123 
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Organization cont. from page 118 


practitioners. On the organized side, the funeral 
director’s professional lobbies have been the most 
consistent opposers of socialism in any form that 
have been found in the local state legislatures. 
(And their lobbyists have such a good reputation 
for doing well for themselves that organized medi- 
cine might do well to study their methods to learn 
a few pointers in this indelicate art.) 

Perhaps only the family’s pastor is invited to 
help more than the funeral director at the time of 
bereavement of a family. It will be recalled, prob- 
ably with considerable bitterness by most physi- 
cians, that bereavement is often associated with 
feelings of self-guilt or occasionally supplanted by 
feelings of hostility towards the physician who 
was unable to master the disease process. Most of 
the professional funeral directors will make a real 
point of assuaging any overt or latent hostility 
towards the physician at every opportunity during 
an interview. They do this as a result of enlight- 
ened self-interest, since a person who is openly 
dissatisfied with one professional individual may 
well express dissatisfaction regarding the funeral. 
A family who can at this point be brought to a 
realization of the imperfections of the human body, 
also realizes the imperfections of human institu- 
tions, and is more willing to accept the world as it 
is. This, of course, is a very major problem among 
the numerous malcontents of our present genera- 
tion. 

In addition to the assistance which physicians 
receive in association with the management of a 
family during the time of bereavement, there are 
two technical aspects of medicine in which the 
funeral director’s assistance is indispensable. The 
first of these is the service which the funeral di- 
rectors have undertaken in the preparation of 
death certificates. Although this responsibility has 
been placed upon them by the state, it would 
seem that they have accepted it voluntarily and 
that they might be able to reverse this responsi- 
bility if the burden ever becomes too difficult to 
bear. Ordinarily the funeral director personally 
sees to it that the physician has signed a death 
certificate before the body is buried. This is not 
always an easy responsibility. Occasionally a physi- 
cian cannot be located. More often the physician 
can be located but is extremely busy with his 
practice and is hard actually to see or visit. In 
rare instances it has been necessary to bother the 
physician at his home in order to obtain the certi- 
ficate. Occasionally a physician is even so callous 
in regard to this responsibility that he has been 
known to leave town before the death certificate 
is signed, and in such a case of crass negligence as 
this, it is only the mercy of the funeral director 
and coroner or one of the physician’s professional 
colleagues that keeps him out of very serious 
trouble with the state. 

It should be noted that occasionally funeral 
directors are made to wait in physicians’ offices 
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for long periods of time before they can even see 
the physician to obtain a death certificate. This is 
most often the fault of the physician’s office as- 
sistant rather than the physician himself but such 
oversights should be corrected. My work as a 
pathologist makes me far more aware and far 
more impressed by the willingness of most modern 
funeral directors to encourage the advancement of 
medical science by assisting with the obtaining of 
autopsy permits than, perhaps, is the average 
physician. 

The professional funeral director realizes that 
the physician’s knowledge of medicine will be 
greatly helped by postmortem examination, in 
those patients in whom therapy is a failure. It is 
a sign of the real sacrifice which is expected of 
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(and assumed by) professional people that funeral 
directors will rearrange their own time schedules, 
delay their technical preparation of the body, and 
deliver bodies over relatively long distances (which 
costs them at least 20 cents per mile) in order to 
assist the performance of an autopsy. When ap- 
proached by a physician who needs assistance, 
most will do everything in their power to urge 
a family to permit a postmortem examination. 
Without question, this assistance has increased the 
autopsy rate in our community by at least 10 per 
cent and probably considerably more. 

Some-of the surgical branches of medicine had 
scarcely achieved professional status in some parts 
of Europe even as late as the end of the 18th 
century. I fear that some of us have been rather 
tardy and grudging about recognizing the profes- 
sional status of many of our co-workers in medi- 
cine such as nurses, medical technologists, dieti- 
cians, various types of therapists, and so forth. It 
would behoove the medical profession to keep in 
mind that many segments of our modern and com- 
plex society are striving for or have achieved pro- 
fessional status through their assumption of the 
responsibilities for making our institutions work, 
and we should be among the first to welcome them 
when we see such clear evidence as we do among 
those who practice mortuary science. 

John D. MacCarthy, M.D., 
Associate Director of Pathological 
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to the medical fraternity in more southern climes. 
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On the more serious side, the Association has 
planned an excellent scientific program for its 
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THE 
BOOK CORNER 


New books received 


New books received are acknowledged in this 
section. From these, selections will be made for 
reviews in the interests of the readers. Books here 
listed will be available for lending from the Denver 
Medical Library soon after publication. 

Lymphocytes and Mast Cells: By M. A. Kelsall, Ph.D., and 


E. D. Crabb, Ph.D. Baltimore, Williams & Wilkins, 1959. 399 p. 
Price: $8.00. 


Christopher’s Minor Surgery: Edited by Alton Ochsner, M.D., 
and M. E. Debakey, M.D. 8th edition. Philadelphia, W. B. 
Saunders Co., 1959. 539 p. Price: $10.50. 


Symposium on Glaucoma: Edited by W. B. Clark, M.D. St. 
Louis, C. V. Mosby Co., 1959. 314 p. Price: $13.50. 


Book reviews 


Anesthesia for Infants and Children: By Robert M. Smith, 
M.D. St. Louis, C. V. Mosby Co., 1959. 418 p. Price: $12.00. 

On the title page following Dr. Smith’s name 
is the notation, “Anesthesiologist, The Children’s 
Medical Center, Boston, Mass.” This book, appar- 
ently, is a reflection of his experience there, and 
particularly of a critical study of over 10,000 pedi- 


ANNOUNCING 
SCHERINGS 
NEW 


MYOGESIC’ 


CARISOPRODOL 


*MYOGESIC 


muscle 


— analgesic 


atric anesthetic procedures performed during the 
years 1954, 1955, and 1956. 

His opening chapters review, excellently, the 
present day concepts of the physiology of the new- 
born and infants, emphasizing the physiological 
differences between the very young and adults. 
Next he considers the psychological preparation 
of the small patients, preoperative medication, 
equipment and technics. He covers, as special 
problems, the use of relaxants, hypotension, hypo- 
thermia and anesthesia for infants under one year 
of age. In covering anesthesia for various surgical 
specialties, he discusses advanced technics for 
modern cardiac surgery in some detail. Medical 
diseases of import to anesthesia but not related 
necessarily to surgical diseases are discussed, also 
complications, oxygen therapy, and respiratory re- 
suscitation. He has included a clear summary of 
the recognition and treatment of electrolyte and 
water balance problems. He concludes his work 
with a statistical study of some 10,000 cases, and 
a discourse upon the legal aspects of pediatric 
anesthesia. 

The reviewer was impressed with two aspects 
of Dr. Smith’s philosophy of pediatric anesthesia. 
First, in the very young and newborn, he considers 
adequate ventilation a critical factor, and his tech- 
nics are designed with that problem in mind. As 
patients become older, ventilation becomes rela- 
tively less critical and technics begin to approach 
those for adults. Secondly, his preferences of tech- 
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nics are not those which require unusually high 
skill, but rather are those which any well trained 
anesthesiologist can use readily and effectively. 
He may describe several technics for a given 
problem, but he elaborates on the technic he be- 
lieves to be most practicable. 

His material is up-to-date, pertinent, and easily 
readable. Some chapters may seem repetitive as 
one reads from cover to cover, but this is delib- 
erate, so that an individual using the book for 
reference will find a subject complete within one 
chapter. Each chapter is supplemented with refer- 
ences. In the opinion of the reviewer, Dr. Smith’s 
book is a valuable adjunct to any anesthesiological 


library. Joseph W. Freeman, M.D. 


The Doctor Business: By Richard Carter. Garden City, Double- 
day & Co., Inc., 1958. 283 p. Price: $4.00. 

Richard Carter is a seasoned reporter and 
medical writer, and a recent recipient of the 
George Polk award for journalism. “The Doctor 
Business” was written after seven years of re- 
search and hundreds of interviews with physi- 
cians of every persuasion, patients, health admin- 
istrators, medical educators, medical journalists, 
and functionaries of organized medicine through- 
out the United States. Mr. Carter discusses all 
aspects of organized medicine from the fee charged 
by the physician who administered oxygen to 
Benny Hooper, the small boy who fell in a Long 
Island well, to our own case in Trinidad, Colorado. 
The book deals mainly with the economics of 
medical service in the United States, and Mr. 
Carter feels that the solution to this great problem 
is the complete socialization of medicine. I do not 
agree with Mr. Carter’s conclusions, but I recom- 
mend this book to every physician in private prac- 
tice in order to acquaint himself with what the 
general public is reading about organized medicine. 


Dale B. Hylton, M.D. 


Preventive Medicine; Principles of Prevention in the Occur- 
rence and Progression of Disease: Edited by Herman E. Hille- 
boe, M.D., and Granville W. Larimore, M.D. Philadelphia, 
W. B. Saunders Co., 1959. 731 p. Price: $12.00. 

To write on this subject, the editor, Herman 
E. Hilleboe, M.D., is unquestionably qualified 
through an eminent United States Public Health 


Service career followed by being Commissioner of 
Health for the State of New York. Dr. Granville 
W. Larrimore as Deputy Commissioner of Health 
is the co-editor. 

The textbook is unique in dividing the prin- 
ciples of prevention of disease into two large cate- 
gories: prevention of occurrence, and prevention 
of progression. Other contributors, over two dozen 
in number, are highly qualified directors of the 
various departments of the New York State Health 
organization. Dr. Hilleboe approaches the subject 
with the practicing physician in mind, and gears 
many discussions to ways of incorporating preven- 
tive medicine with day-by-day practice in the 
office, in the hospital, in the home, and in the 
community in which the physician lives. The state- 
ment is made that “the magnitude and direction 
of the medical practice of the future will be largely 
determined by the success with which preventive 
medicine is wedded to curative medicine.” All 
facets of preventive medicine are covered, not 
exhaustively, but in a very practical manner, 
which makes this a valuable text for the practicing 
physician or medical student. 


Ward L. Chadwick, M.D., M.P.H. 
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Symposium on : Edited by William B. Clark, M.D. 
St. Louis, C. V. Mosby Co., 1959. 314 p. Price: $13.50. 

This symposium on glaucoma originated at the 
Sixth Annual Session of the New Orleans Academy 
of Ophthalmology. The participants are recognized 
as leading researchers and teachers in ophthal- 
mology. In the text each applies himself to the 
particular aspects of glaucoma which have been 
areas of his primary interest. This results in a most 
valuable and authoritative symposium. The text 
proper is followed by a stimulating round table 
discussion of particularly interesting, perplexing 
and sometimes controversial questions in glaucoma. 

The book begins with a discussion of the his- 
tology of the angle of the anterior chamber by 
Dr. Georgiana Dvorak-Theobald. This she follows 
with a consideration of the pathology of glaucoma. 
Dr. Kenneth Swan covers the surgical anatomy of 
glaucoma, modifications in the technic of filtration 
operations and the miotic treatment of glaucoma. 
Dr. Bernard Becker takes up the aqueous produc- 
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tion and flow, the biochemistry of aqueous, Dia- 
mox and other inhibitors of aqueous secretion, 
provocative tests and their effect on tonography 
and miscellaneous topics concerning glaucoma. 

The physiologic and pathologic aspects of aque- 
ous production and flow are dealt with by Dr. 
W. Morton Grant. He follows this with a considera- 
tion of basic tonometry and tonography. Goni- 
oscopy and the surgical treatment of chronic 
simple wide-angle glaucoma are the subjects of 
Dr. Harold Scheie. Dr. A. Edward Maumenee con- 
siders the classification of glaucoma, what consti- 
tutes good medical control of glaucoma and sur- 
gery for congenital glaucoma. Dr. Joseph Haas 
covers perimetry, clinical manifestations of glau- 
coma, diagnostic and provocative tests and surgery 
for angle-closure glaucoma. Dr. Lorenz Zimmer- 
man discusses the presence of hyaluronidase-sensi- 
tive acid mucopolysaccharide in the trabecula and 
iris. 

“The Symposium on Glaucoma” is well printed 
and well illustrated. The emphasis is on clinical 
management and practical understanding of glau- 
coma. For this reason the book is very easy to 
read. For the well-informed ophthalmologist the 
book offers little new information. But opportunity 
to learn how these authoritative ophthalmologists 
handle the complicated disease process we know 
as glaucoma makes the book well worth while. 

This text is recommended to all ophthalmolo- 


gists. Robert L. Weiner, M.D. 
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VARIETY OF INFECTIOD 
CAUSED BY SUSCEPTIBLE 


PATHOGENS VEW 


The antibiotic effect of the clinically available mix- 
ture, SYNCILLIN, is greater than that of either of its 
two component isomers alone against many im- 
portant pathogens, including some penicillin- 
resistant staphylococci. This phenomenon has been 
described as Isomeric Complementarity. 


Higher blood levels may be of value with organ- 
isms of only moderate penicillin sensitivity where 
doubling the blood concentration may be essential 
for effective bactericidal action. In addition, these 
higher levels may be necessary where there is 
infection in areas with a poor blood supply.® 
Under these circumstances a higher blood concen- 
tration may provide the increased diffusion pres- 
sure required to deliver adequate amounts to the 
tissue. Also. antibiotic activity of SYNCILLIN is 
directly proportional to oral dosage. Increasing 
the dosage may, therefore, enhance the drug’s 
effectiveness in certain cases. 


Studies have shown that SYNCILLIN is effective in 
vitro against 60 to 75% of hospital “staph” 
strains, while penicillin G and penicillin V are now 
effective against only 30 to 50%.':? Therefore, if 
clinical judgment indicates the use of penicillin, 
SYNCILLIN would be expected to be the most effec- 
tive. However, since some strains are still resistant 
to SYNCILLIN as well as to the other penicillins, 
cultures and sensitivity tests should be performed 
where indicated by clinical judgment. 


There have recently been reports of decreased 
efficacy of penicillin in streptococcal* and gono- 
coccal*:® infections. The emergence of penicillin- 
resistant gonococci appears to be associated with 
an increase in the incidence of gonorrhea all 
over the world. When a less sensitive strain is 
encountered the higher blood levels produced by 
SYNCILLIN may be most helpful. 
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SYNCILLIN, like all clinically available penicillins, 
is bactericidal. Periodic high blood concentrations 
are sufficient to permit complete eradication of 
sensitive pathogens. Continuous high blood levels 
are not required with SYNCILLIN. According to 
Eagle,’ “Soon after penicillin attains effective 
concentrations, the bacteria cease multiplying; 
and the bacteriostatic effect persists for a number 
of hours after penicillin has fallen to concentra- 
tions that are wholly ineffective.... The therapeutic 
significance of this postpenicillin recovery period 
is enhanced by the fact that the recovering bac- 
teria, damaged but not killed by the previous 
exposure to penicillin, are abnormally susceptible 
to the host defenses. In consequence, the bacteri- 
cidal process in vivo continues for many hours 
after the drug itself has fallen to ineffective 
concentrations.” 


Bacterial resistance to penicillin has been attrib- 
uted to the action of penicillin-inactivating enzymes 
produced by the invading organisms. SYNCILLIN 
is less affected by staphylococcal penicillinase 
than either of its component isomers. Further, 
SYNCILLIN is shown to be less inactivated by this 
enzyme than penicillin V and penicillin G. 
Penicillinase from B. cereus likewise inactivates 
SYNCILLIN less rapidly than penicillin V and G. 
But this would not impede the therapeutic use 
of this penicillinase in allergic reactions. This is 
because the massive dosage with which this 
enzyme is administered would effectively destroy 
SYNCILLIN in the body. 

References: 1. Wright, W. W.: Microbiology Report to Bristol Labo- 
ratories Inc. 2. Kligman, A.; Morigi, E. M. E.; Wheatley, W. B., and 
Albright, H.: Paper presented at the Seveath Antibiotic Symposium, 
November 4-6, Washington, D.C. 3. Editorial: New England J. Med. 
261:305 (Aug. 6) 1959. 4. King, A.: Lancet 1:651 (March 29) 1958. 


5. Epstein, E.: J.A.M.A. 169:1055 (March 7) 1959. 6. Kass, E. H.: 
Am. J. Med. 18:764 (May) 1955. 7. Eagle, H.: J. Bact. 58:475, 1949. 
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The Colorado State Medical Society 


Midwinter Clinical Session, February 16-19, 1960 
Denver 
President: John L. McDonald (Chairman of the Board), Colo- 
rado Springs. 

President-elect: Cyrus W. Anderson, Denver. 


Vice President: J. Alan Shand (Vice Chairman of the Board), 
La Junta. 

Treasurer: William C. Service, Colorado Springs, 1962. 
Additional Trustees: Carl W. Swartz, Pueblo, 1960; Fred R. 
Harper, Denver, 1961; Walter M. Boyd, Greeley, 1961; Carl 
H. McLauthlin, Denver, 1962. 

Delegates to A.M.A.: Kenneth C. Sawyer, Denver, 1960; (Al- 
ternate, Gatewood C. Milligan, 1960); E. H. Munro, Grand 
Junction, 1961; (Alternate, Harlan E. McClure, 1961); I. E. 
Hendryson, Denver, 1961; (Alternate, C. C. Wiley, Longmont, 
1961). 

Executive Secretary: Mr. Harvey T. Sethman, 835 Republic 
Building, Denver 2, Colorado; telephone AComa 2-0547. 

See December, 1959, issue for plete list of ittees. 


Montana Medical Association* 


Interim Session, February 26-27, 1960 
Helena 


President: Leonard W. Brewer, Missoula. 

President-elect: Raymond F. Peterson, Butte. 

Vice President: Everett H. Lindstrom, Helena. 
Secretary-Treasurer: W. E. Harris, Livingston. 

Assistant Secretary-Treasurer: Jess T. Schwidde, Billings. 
Executive Committee: Leonard W. Brewer, Missoula; Raymond 
F. Peterson, Butte; Everett H. Lindstrom, Helena; W. E. 
Harris, Livington; Jess T. Schwidde, Billings; John A. Layne, 
Great Falls; Herbert T. Caraway, Billings. 
Delegate to American Medical A jation: Paul J. Gans, 
Lewiston; alternate, S. C. Pratt, Miles City. 


Executive Secretary: Mr. L. R. Hegland, P.O. Box 1692, Bil- 
lings; telephone 9-2585. 
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Nevada State Medical Association 


Annual Meeting, September 7-10, 1960 
Las Vegas 


President: Ernest W. Mack, Reno. 

President-elect: Wesley W. Hall, Reno. 

Secretary-Treasurer: William A. O’Brien, III, Reno. 

Delegate to American Medical Association: Wesley W. Hall, 
Reno; alternate: Earl N. Hillstrom, Reno. 

Executive Committee: Roland Stahr, Reno; Ernest W. Mack, 
Reno; William A. O’Brien, III, Reno; Wesley W. Hall, Reno; 
Earl N. Hillstrom, Reno; Stanley L. Hardy, Las Vegas; Thomas 
S. White, Boulder City; John M. Read, Elko; John M. Moore, 
East Ely; William M. Tappan, Reno. 

Executive Secretary: Mr. Nelson B. Neff, P. O. Box 2790, Reno; 
telephone FA.. 3-6788. 


See January, 1960, issue for complete list of committees. 


New Mexico Medical Society* 


Annual Meeting, May 10-13, 1960 

Albuquerque 

President: Lewis M. Overton, Albuquerque. 

President-elect: Allan L. Haynes, Clovis. 

Vice President: William E. Badger, Hobbs. 
Secretary-Treasurer: Thomas L. Carr, Albuquerque. 
Councilors: Wendell H. Peacock, Farmington, 1960; George W. 
Prothro, Clovis, 1960; Gerald A. Slusser, Artesia, 1960; W. J. 
Hossley, Deming, 1961; Guy E. Rader, Albuquerque, 1961; 
Robert P. Beaudette, Raton, 1962; William R. Oakes, Los 
Alamos, 1962. 

Delegate to American Medical Association: Earl L. Malone, 
Roswell, 1960; Alternate: Samuel R. Ziegler, Espanola, 1960. 
Executive Secretary: Mr. Ralph R. Marshall, 220 First National 
Bank Building, Albuquerque; telephone CH. 2-2102. 


The Utah State Medical Association 


Annual Session, September 20-23, 1960 
Salt Lake City 


OFFICERS—1959-1960—Terms of Officers and Committeemen 
expire at the Annual Session in the year indicated. Where no 
year is indicated the term is for one year only and expires at 
the 1960 Annual Session. 

President: I. Bruce McQuarrie, Ogden. 

President-elect: Wallace S. Brooke, Salt Lake City. 

Past President: U. R. Bryner, Salt Lake City. 

Honorary President: Joseph W. Hayward, Logan. 

Secretary: J. Poulson Hunter, Salt Lake City, 1961. 

Executive Secretary: Mr. Harold Bowman, Salt Lake City. 
Treasurer: R. M. Dalrymple, Salt Lake City, 1960. 

Councilors: Box Elder, D. L. Bunderson, Brigham City, 1960; 
Cache Valley, C. J. Daines, Logan, 1960; Carbon County, A. R. 
Demman, Helper, 1961; Central Utah, Gaylord A. Buchanan, 
Richfield, 1962; Salt Lake County, R. W. Sonntag, Salt Lake 
City, 1959; Southern Utah, J. S. Prestwich, Cedar City, 1960; 
Uintah Basin, R. Bruce Christian, Vernal, 1961; Utah County, 
Ralph E. Jorgenson, Provo, 1962; Weber County, Wendell J. 
Thomson, Ogden, 1961. 

Delegate to A.M.A.: Kenneth B. Castleton, Salt Lake City, 
1961; Alternate Delegate to A.M.A.: Drew M. Petersen, Ogden, 
1961. 

Trustee, A.M.A.: George M. Fister, Ogden. 

President, Medical Service Bureau: Paul A. Clayton, Salt 
Lake City. 

Speaker of House of Delegates: Stanley R. Child, Salt Lake 
City. 

Vice Speaker of House of Delegates: R. N. Hirst, Ogden. 
Editor of the Utah Section of the Rocky Mountain Medical 
Journal: R. P. Middleton, Salt Lake City. 

Associate Editor Rocky Mountain Medical Journal: Mr. Harold 
Bowman, Salt Lake City. 

EXECUTIVE COMMITTEE: I. Bruce McQuarrie, Chairman, 
Ogden; U. R. Bryner, Salt Lake City; Wallace S. Brooke, Salt 
Lake City; J. Poulson Hunter, Salt Lake City; Robert M. 
Dalrymple, Salt Lake City. 

CENTRAL COMMITTEE ON PUBLIC HEALTH: J. Elmer 
Nielson, Chairman, Salt Lake City; Dick D. Wetzel, Salt Lake 


*Committee lists for all participating states will appear in 
subsequent issues. 
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City; Richard A. Call, Provo; Hans H. Hecht, Salt Lake City; 
L. G. Moench, Salt Lake City; A. M. Okelberry, Salt Lake 
City; Reed W. Farnsworth, Cedar City. 

Cancer: J. Elmer Nielson, Chairman, Salt Lake City; Henry 
P. Plenk, Salt Lake City; Louis P. Matthei, Ogden; Angus K. 
Wilson, Salt Lake City; Harry Glenn Hicks, Ogden; Crichton 
MeNeil, Salt Lake City. 

Mental Health: L. G. Moench, Chairman, Salt Lake City; 
Carlos N. Madsen, Salt Lake City; Juel E. Trowbridge, Bounti- 
ful; Petter A. Lindstrom, Salt Lake City; Harvey P. Wheel- 
wright, Ogden; Roy A. Darke, Salt Lake City; Owen P. Hen- 
inger, Provo; Marlow R. Harston, Provo. 

Rural Health: John B. Cluff, Chairman, Richfield; Reed W. 
Farnsworth, Cedar City; Ray E. Green, Salt Lake City; 
Thomas M. Hall, Payson; Norman L. Parker, Springville; 
Ray E. Spendlove, Vernal; J. Howard Rasmussen, Brigham; 
J. Paul Burgess, Hyrum. 

School Health: Dick D. Wetzel, Chairman, Salt Lake City; 
Riley G. Clark, Provo; Aldon K. Harline, Ogden; Kathryn B. 
Brandon, Salt Lake City; Raymond N. Malouf, Logan. 
Sewage, Water and Air Pollution: Richard A. Call, Chair- 
man, Provo; Russell N. Hirst, Ogden; W. Ezra Cragun, Logan; 
Glenn C. Krebs, Provo; Michael E. Murphy, Salt Lake City; 
Joseph P. Kesler, Salt Lake City; George W. Soffe, Salt Lake 
City; Arley Flinders, Ogden; Ralph L. Tingey, Salt Lake City. 
Trauma: A. M. Okelberry, Chairman, Salt Lake City; Robert 
F. Bitner, Layton; Charles M. Swindler, Ogden. 

Tuberculosis and Cardiovascular Disease: Hans H. Hecht, 
Chairman, Salt Lake City; W. E. Peltzer, Salt Lake City; 
Keith Farr, Ogden; Preston R. Cutler, Salt Lake City; Elmer 
M. Kilpatrick, Salt Lake City. 

CENTRAL COMMITTEE ON PUBLIC RELATIONS: Garner B. 
Meads, Chairman, Salt Lake City; John A. Dixon, Ogden; 
M. Paul Southwick, Ogden; Q. B. Coray, Salt Lake City. 
Insurance Plans: Garner B. Mead, Chairman, Salt Lake City; 
H. M. Jackson, Salt Lake City; J. Clare Hayward, Logan; 
Talmage Thomson, Pleasant Grove; Warren B. West, Ogden; 
Richard A. Call, Provo. 


Legislative: John A. Dixon, Chairman, Ogden; N. F. Hicken, 
Salt Lake City; J. Gordon Felt, Brigham City; Robert S. 
Budge, Smithfield; Philip B. Price, Salt Lake City; Stanley 
M. Clark, Provo; George R. Aiken, Kanab; H. R. Reichman, 
Salt Lake City; J. L. Mayo, Tooele; Esther M. Buchanan, 
Richfield; Paul G. Stringham, Roosevelt; Richard A. Call, 
Provo; Boyd G. Holbrook, Salt Lake City; Arley Flinders, 
Ogden; Chelton Feeny, Ogden; V. L. Stevenson, Salt Lake 
City; Orson B. Spencer, Price; Melvin J. Corry, Cedar City; 
Francis H. Beckstead, Nephi. 

Industrial Health: Drew M. Petersen, Chairman, Ogden; LeRoy 
V. Broadbent, Cedar City; William M. Gorishek, Price; Boyd 
Larsen, Lehi; William H. Bennion, Salt Lake City; Kurt L. 
Jenkins, Salt Lake City; Frank J. Winget, Salt Lake City; 
E. B. Kuhe, Salt Lake City; George H. Lowe, Jr., Ogden; 
Dean L. Bunderson, Brigham City; Harlon T. High, Devil’s 
Slide; Craig R. Clark, Provo. 

Newspaper Health Column: Q. B. Coray, Chairman, Salt Lake 
City; Preston Hughes, Spanish Fork; Anthony J. Lund, Ogden; 
L. Verl Broadbent, Cedar City. 

UTAH HEALTH COUNCIL: M. Paul Southwick, Chairman, 
Ogden; Riley G. Clark, Provo; N. F. Hicken, Salt Lake City; 
Joseph R. Newton, Salt Lake City; Gus W. Neece, Logan. 
ADVISORY COMMITTEE TO WOMAN’S AUXILIARY: I. 
Bruce McQuarrie, Chairman, Ogden; D. L. Bunderson, Brig- 
ham City; C. J. Daines, Logan; A. R. Demman, Helper; Gay- 
lord A. Buchanan, Richfield; R. W. Sonntag, Salt Lake City; 
James S. Prestwich, Cedar City; R. Bruce Christian, Vernal; 
Ralph E. Jorgenson, Provo; Wendell J. Thomson, Ogden. 
BLOOD BANK COMMITTEE: P. M. Chase, Chairman, Salt 
Lake City; C. Wallace Sorenson, Salt Lake City; Warren A. 
Bennett, Ogden; Merrill C. Daines, Logan; Richard A. Call, 
Provo; LeRoy N. Broadbent, Cedar City; Stanley J. Altman, 
Salt Lake City; Homer H. Clark, Salt Lake City; Crichton 
McNeil, Salt Lake City; Esther M. Buchanan, Richfield; Gail 
W. Haut, Price. 

BUDGET COMMITTEE: Robert M. Dalrymple, Chairman, Salt 
Lake City; I. Bruce McQuarrie, Ogden; J. Poulson Hunter, 
Salt Lake City; U. R. Bryner, Salt Lake City; Wallace S. 
Brooke, Salt Lake City. 

COMMITTEE ON AGING: Chelton S. Feeny, Chairman, Og- 
den; Joseph O. Brewerton, Salt Lake City; M. Reed Merrill, 
Brigham City; John R. Martineau, Morgan; H. C. Jenkins, 
Bingham Canon; James Z. Davis, Salt Lake City; Robert M. 
Dalrymple, Salt Lake City; Victor Kassel, Salt Lake City; 
Reed W. Farnsworth, Cedar City; I. Bruce McQuarrie, Ogden; 
George B. Madsen, Mt. Pleasant; LeRoy A. Wirthlin, Salt 
Lake City; Glenn B. Orton, Springville; Omar S. Budge, 
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Logan; Gail W. Haut, Price; John Z. Brown, Jr., Salt Lake 
City; George W. Gasser, Logan. 

COMMITTEE ON CHILD ADOPTION: R. H. Wakefield, Chair- 
man, Provo; Mildred Nelson, Murray; L. R. Curtis, Ogden; 
Richard S. Tanner, Salt Lake City. 

COMMITTEE FOR STUDY OF MATERNAL MORTALITY: 
Carl T. Woolsey, Chairman, Salt Lake City; R. V. Larsen, 
Roosevelt; Donald A. Kirk, Salt Lake City; Milo C. Moody, 
Spanish Fork; Cyril D. Fullmer, Salt Lake City; Eric E. 
Simonson, Salt Lake City; Agnes J. Rovnanck, Salt Lake City; 
Wilber S. Thain, Logan; Russell N. Stirland, Ogden; Boyd J. 
Farr, Ogden; Quinn A. Whiting, Price; W. R. Worley, Jr., 
Richfield; J. Gordon Felt, Brigham City; Richard S. Clark, 
Provo; Irwin H. Kaiser, Salt Lake City. 

CONSTITUTION AND BY-LAWS COMMITTEE: J. Russell 
Smith, Chairman, Provo; Garner B. Meads, Salt Lake City; 
C. Louis Jorgenson, Ogden; Robert G. Snow, Salt Lake City; 
Mr. Grant Aadnesen, Salt Lake City; I. Bruce McQuarrie, 
Ogden; U. R. Bryner, Salt Lake City; Drew M. Petersen, 
Ogden; Kenneth B. Castleton, Salt Lake City; George M. 
Fister, Ogden; Wallace S. Brooke, Salt Lake City. 

DISASTER AND CIVIL DEFENSE COMMITTEE: Clark Young, 
Chairman, Salt Lake City; Dean Tanner, Ogden; Joseph P. 
Kesler, Salt Lake City; Paul D. Keller, Salt Lake City; Richard 
J. Nelson, Salt Lake City; Joseph O. Brewerton, Salt Lake 
City; Leslie J. Paul, Salt Lake City; George W. Soffe, Salt 
Lake City; Maurice J. Taylor, Salt Lake City; Arley Flinders, 
Ogden. 

EXECUTIVE COMMITTEE OF THE FEE SCHEDULE COM- 
MITTEE: Homer E. Smith, Chairman, Salt Lake City; U. R. 
Bryner, Salt Lake City; Kenneth B. Castleton, Salt Lake City; 
Drew M. Petersen, Ogden; J. Russell Smith, Provo; I. Bruce 
McQuarrie, Ogden; Mr. Harold Bowman, Salt Lake City. 
FEE SCHEDULE COMMITTEE: Homer E. Smith, Chairman, 
Salt Lake City; George H. Curtis, Salt Lake City; Floyd F. 
datch, Salt Lake City; James A. Cleary, Salt Lake City; L. N. 
Ossman, Salt Lake City; Wesley E. Peltzer, Salt Lake City; 
Irwin F. Winters, Salt Lake City; H. K. Belnap, Ogden; Robert 
G. Weaver, Salt Lake City; R. R. Robinson, Salt Lake City; 
Scott M. Smith, Salt Lake City; Chester B. Powell, Salt Lake 
City; M. L. Crandall, Salt Lake City; William R. Young, Salt 
Lake City; William J. Morginson, Salt Lake City; Dean A. 
Moffat, Salt Lake City; Robert W. Ogilvie, Salt Lake City; 
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LOW SURFACE TENSION—Increases 
penetration into the vaginal rugae 
and dissolution of organisms such as 
Trichomonas and fungus. 

HIGH SURFACE ACTIVITY—Liquefies 
viscus mucus on vaginal mucosa, re- 
leasing accumulated debris in the 
vaginal tract. 


Buffered to control a normal vaginal pH. 


G. M. CASE LABORATORIES 
San Diego, California 
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D. Eugene Woods, Salt Lake City; P. R. Cutler, Salt Lake 
City; Roy A. Darke, Salt Lake City. 

GRIEVANCE COMMITTEE: W. E. Peltzer, Chairman, Salt 
Lake City, Salt Lake County Medical Society, 1960; G. C. 
Ficklin, Tremonton, Box Elder County Medical Society, 1960; 
J. Russell Smith, Provo, Utah County Medical Society, 1960; 
O. A. Grua, Ogden, Weber County Medical Society, 1961; W. R. 
Worley, Jr., Richfield, Central Utah Medical Society, 1961; 
W. Ezra Cragun, Logan, Cache Valley Medical Society, 1961; 
Leland K. Dayton, Price, Carbon County Medical Society, 1962; 
George R. Aiken, Kanab, Southern Utah Medical Society, 1962; 
R. V. Larson, Roosevelt, Uintah County Medical Society, 1962. 
HOSPITAL RELATIONS COMMITTEE: Drew M. Petersen, 
Chairman, Ogden, 1961; J. D. Nelson, Ogden, 1960; J. Russell 
Smith, Provo, 1960; Russell M. Nelson, Salt Lake City, 1961; 
John H. Clark, Salt Lake City, 1962; John J. Galligan, Salt 
Lake City, 1962; George H. Curtis, Salt Lake City, 1962; John 
H. Zenger, Chairman, Utah Valley Hospital, Provo; S. G. Gar- 
rett, Logan L.D.S. Hospital, Logan; Sister M. Hilary, Holy 
Cross Hospital, Salt Lake City; Kenneth E. Knapp, Thomas 
Dee Hospital, Ogden; Sister Mary Margaret, St. Benedict’s 
Hospital, Ogden; Mrs. Oliver V. Wardrop, St. Mark’s Hospital, 
Salt Lake City; Mr. Arthur Miller, Salt Lake General Hospital, 
Salt Lake City. 

JOINT NURSING RESOURCES COMMITTEE: J. D. Morten- 
son, Chairman, Salt Lake City; Edward R. McKay, Salt Lake 
City; R. N. Hirst, Ogden; Lloyd L. Cullimore, Provo; Rulon F. 
Howe, Ogden. 

LIAISON COMMITTEE WITH UTAH BAR: L. E. Viko, Chair- 
man, Salt Lake City; John F. Waldo, Salt Lake City; Dean 
Spear, Salt Lake City; Charles C. Hetzel, Jr.. Ogden; Edward 
R. McKay, Salt Lake City. 

MEDICAL ADVISORY BOARD TO UTAH WELFARE DE- 
PARTMENT: John Z. Brown, Jr., Chairman, Salt Lake City; 
John A. Dixon, Ogden; George W. Gasser, Logan; Wallace S. 
Brooke, Salt Lake City. 

MEDICAL ADVISORY BOARD COMMITTEE TO “U”" MEDI- 
CAL SCHOOL: *Philip B. Price, Chairman, Salt Lake City; 
U. R. Bryner, Salt Lake City; Reed W. Farnsworth, Cedar 
City; I. Bruce McQuarrie, Vice Chairman, Ogden; Wallace S. 
Brooke, Salt Lake City; M. Paul Southwick, Ogden; Fuller 
B. Bailey, Salt Lake City; *Louis S. Goodman, Salt Lake 
City; *Mr. Clarence Bamberger, Salt Lake City; *M. E. Lahey, 
Salt Lake City; *President A. Ray Olpin or G. Homer Dur- 
ham, Salt Lake City; R. P. Middleton, Salt Lake City; *George 
M. Fister, Ogden; *Leland B. Flint, Salt Lake City. 
*Represents University of Utah. 

MEDICAL ECONOMICS COMMITTEE: Earl R. Crowder, 
Chairman, Salt Lake City, 1960; Lyman M. Horne, Salt Lake 
City, 1960; E. R. Dumke, Ogden, 1960; J. Herbert Milburn, 
Tooele, 1961; John M. Coletti, Salt Lake City, 1961; De J. 
Cutler, Layton, 1962; Reed M. Broadbent, Logan, 1962. 
MEDICAL EDUCATION AND HOSPITALS COMMITTEE: 
Rulon F. Howe, Chairman, Ogden, 1960; Philip B. Price, Salt 
Lake City, 1960; Orson B. Spencer, Price, 1960; Carl T. 
Woolsey, Salt Lake City, 1960; P. K. Edmunds, Springville, 
1960; John M. Bowen, Provo, 1961; O. Wendell Budge, Logan, 
1961; C. H. Hardin Branch, Salt Lake City, 1961; Robert M. 
Crowder, Salt Lake City, 1961; L. D. Nelson, Ogden, 1962; 
V. Robert Kelly, Layton, 1962; Fuller B. Bailey, Salt Lake 
City, 1962; Sims E. Duggins, Panguitch, 1962. 

MEDICAL LEGAL COMMITTEE: Robert H. Lamb, Chairman, 
Salt Lake City, 1961; Nephi K. Kezerian, Provo, 1960; Reed 
S. Clegg, Salt Lake City, 1960; N. F. Hicken, Salt Lake City, 
1960; G. Stanford Rees, Gunnison, 1960; George C. Ficklin, 
Tremonton, 1961; T. R. Seager, Vernal, 1961; Quinn A. Whit- 
ting, Price, 1961; Ernest L. Wilkinson, Salt Lake City, 1961; 
Chest B. Powell, Salt Lake City, 1961; W. A. Bennett, Ogden, 
1962; C. D. Van Hook, Ogden, 1962; Paul D. Keller, Salt Lake 
City, 1962; John W. Emmett, Logan, 1962. 

NECROLOGY COMMITTEE: Joseph R. Morrell, Chairman, 
Ogden. 

NOMINATING COMMITTEE: Same as Council. 
RESOLUTIONS COMMITTEE: To be named in May, 1960. 
ROCKY MOUNTAIN MEDICAL CONFERENCE CONTINUING 
COMMITTEE: R. N. Hirst, Chairman, Ogden, 1961; Jesse J. 
Weight, Provo, 1960; Kenneth A. Crockett, Salt Lake City, 
1962; T. E. Robinson, Salt Lake City, 1963; T. C. Bauerlein, 
Salt Lake City, 1964. 

SCIENTIFIC PROGRAM COMMITTEE: J. Poulson Hunter, 
Chairman, Salt Lake City; T. Ray Broadbent, Salt Lake City; 
John F. Waldo, Salt Lake City; Burke M. Snow, Salt Lake 
City; F. Willis Taylor, Salt Lake City; Carter M. Ballinger, 
Salt Lake City; Don B. McAffee, Salt Lake City; Rulson F. 
Howe, Ogden. 

VETERANS AFFAIRS COMMITTEE: Frank F. Daughters, 
Chairman, Salt Lake City; V. H. Johnson, Ogden; Rex T. 
Thomas, Provo. 
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Wyoming State Medical Society 
Annual Session, September 7-10, 1960 
Jackson Lake Lodge 


OFFICERS—1959-1960—Terms of Officers and Committeemen 
expire at the Annual Session in the year indicated. Where no 
year is indicated the term is for one year only and expires at 
the 1960 Annual Session. 

President: Benjamin Gitlitz, Thermopolis. 

President-elect: Francis A. Barrett, Cheyenne. 

Vice President: S. J. Giovale, Cheyenne. 

Secretary: F. H. Haigler, Casper. 

Treasurer: C. D. Anton, Cheyenne. 

Delegate to A.M.A.: A. T. Sudman, Green River; Alternate 
Delegate to A.M.A.: B. J. Sullivan, Laramie. 

Executive Secretary: Mr. Arthur R. Abbey, Cheyenne. 
Councilors: Albany County, B. J. Sullivan, Laramie, 1960; 
Carbon County, Guy M. Halsey, Rawlins, 1960; Converse 
County, Roman J. Zwalsh, Glenrock, 1960; Fremont County, 
Bernard D. Stack, Riverton, 1960; Goshen County, O. C. Reed, 
Torrington, 1962; Laramie County, David M. Flett, Cheyenne, 
1962; Natrona County, Roy Holmes, Casper, 1962; Sheridan 
County, Ralph Arnold, Sheridan, 1962; Sweetwater County, 
R. C. Stratton, Green River, 1961; Teton County, D. G. Mac- 
Leod, Jackson, 1961; Uinta County, J. S. Hewell, Evanston, 
1961; Northeastern Wyoming, Virgil Thorpe, Newcastle, 1961; 
Northwest Wyoming, John Froyd, Worland, 1960. 


Elected committees 


GRIEVANCE COMMITTEE: Joseph S. Hellewell, Chairman, 
Evanston, 1962; Roscoe H. Reeve, Casper, 1960; Pete M. 
Schunk, Sheridan, 1961; H. B. Anderson, Casper, 1962. 
ADVISORY COMMITTEE TO SELECTIVE SERVICE ON PRO- 
CUREMENT AND ASSIGNMENT OF PHYSICIANS: Sam S. 
Zuckerman, Chairman, Cheyenne, 1961; James W. Sampson, 
Cheyenne, 1960; Paul Yedinak, Rock Springs, 1962. 

FEE SCHEDULE COMMITTEE TO BLUE SHIELD, ALSO 
MEDICARE: J. R. Bunch, Chairman, Laramie, 1960. 

BLUE CROSS TRUSTEES: F. H. Haigler, Casper, 1962; Eugene 
C. Pelton, Laramie, 1961. 

BLUE SHIELD TRUSTEES: Francis A. Barrett, President, 
Cheyenne, 1961; Royce Tebbet, Casper, 1960; E. George John- 
son, Douglas, 1960; J. W. Sampson, Cheyenne, 1960; Bernard 
D. Stack, Riverton, 1961; Nels A. Vicklund, Thermopolis, 1961; 
Bernard J. Sullivan, Laramie, 1962; John A. Knebel, Buffalo, 
1962. 

ROCKY MOUNTAIN MEDICAL CONFERENCE: James W. 
Barber, Chairman, Cheyenne, 1960; John H. Froyd, Worland, 
1960; Frederick H. Haigler, Casper, 1961; Paul R. Yedinak, 
Rock Springs, 1961; J. S. Hellewell, Evanston, 1962. 


Appointed committees 


JUDICIAL AND ADVISORY COMMITTEE TO WORKMEN'S 
COMPENSATION DEPT.: Dist. 7, George M. Knapp, Chair- 
man, Casper, 1961; Dist. 1, Leon H. Schreiner, Cheyenne, 1961; 
Dist. 1, Paul J. Preston, Cheyenne, 1962; Dist. 1, James E. 
Cashman, Rawlins, 1962; Dist. 2, G. Myron Harrison, Rock 
Springs, 1960; Dist. 3, Joseph S. Hellewell, Evanston, 1960; 
Dist. 4, James W. Sampson, Sheridan, 1961; Dist. 5, John H. 
Froyd, Worland, 1960; Dist. 6, Oliver E. Torkelson, Lusk, 1962. 
PUBLIC RELATIONS: Francis A. Barrett, Chairman, Chey- 
enne, 1960; Curtis L. Rogers, Sheridan, 1961; S. J. Giovale, 
Cheyenne, 1962; and all 1959 County Medical Society Presi- 
dents. 

PUBLIC POLICY AND LEGISLATION: Norman R. Black. 
Chairman, Cheyenne, 1960; Willard H. Pennoyer, Cheyenne, 
1961; Harlan B. Anderson, Casper, 1961; John R. Bunch, Lara- 
mie, 1960; W. Andrew Bunten, Cheyenne, 1962; N. E. Morad, 
Casper, 1962; Brendan Phibbs, Casper, 1962; Albert T. Sudman, 
Green River, 1961; Nels A. Vicklund, Thermopolis, 1960. 
STATE INSTITUTIONS ADVISORY COMMITTEE: James E. 
Cashman, Chairman, Rawlins, 1960; John H. Froyd, Worland, 
1961; Benjamin Gitlitz, Thermopolis, 1960; Russell H. Kanable, 
Basin, 1962; L. Harmon Wilmoth, Lander, 1962; William N. 
Karn, Jr., Evanston, 1962; James W. Sampson, Cheyenne, 1961. 
COUNCIL ON NATIONAL EMERGENCY MEDICAL SERVICE 
AND CIVIL DEFENSE: George H. Phelps, Chairman, Chey- 
enne, 1961; E. W. DeKay, Laramie, 1960; R. E. Kunkel, Ther- 
mopolis, 1962; Frederick H. Haigler, Casper, 1961; James W. 
Sampson, Sheridan, 1960; B. D. Stack, Riverton, 1962; Richard 
C. Stratton, Green River, 1962. 

CREDENTIALS COMMITTEE: Frederick H. Haigler, Chair- 
man, Casper, 1960; C. D. Anton, Treasurer, Cheyenne, 1960; 
S. J. Giovale, Vice President, Cheyenne, 1960. 

NOMINATING COMMITTEE: Francis A. Barrett, President- 
elect, Chairman, Cheyenne, 1960; B. Gitlitz, President, Ther- 
mopolis, 1960; F. H. Haigler, Secretary, Casper, 1960; C. D. 
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Anton, Treasurer, Cheyenne, 1960; Chairman of the Delegation 
from Uinta County; Chairman of the Delegation from North- 
east County; Chairman of the Delegation from Laramie 
County; Chairman of the Delegation from Sweetwater County; 
all Past Presidents, Past Secretaries and Past Treasurers. 
PROGRAM COMMITTEE: Benjamin Gitlitz, President, Chair- 
man, Thermopolis, 1960; Francis A. Barrett, President-elect, 
Cheyenne, 1960; S. J. Giovale, Vice President, Cheyenne, 1960; 
Frederick H. Haigler, Secretary, Casper, 1960; John Froyd, 
Worland, 1960; N. E. Morad, Casper, 1960; John B. Gramlich, 
Cheyenne, 1960; Joseph A. Gautsch, Cody, 1960. 

MATERNAL WELFARE: Clarke M. Young, Chairman, Casper, 
1960; Marjory I. Andresen, Cheyenne, 1960; R. Dale Ashbaugh, 
Riverton, 1961; Robert M. Fowler, Casper, 1961; Carleton D. 
Anton, Cheyenne, 1962; Oscar Rojo, Sheridan, 1962. 

CHILD HEALTH COMMITTEE: Lawrence J. Cohen, Chair- 
man, Cheyenne, 1961; Oliver K. Scott, Casper, 1960; Carleton 
D. Anton, Cheyenne, 1962; R. E. Kunkel, Thermopolis, 1962. 
CANCER COMMITTEE: John A. Knebel, Chairman, Buffalo, 
1962; Dan B. Greer, Cheyenne, 1962; Willis M. Franz, New- 
castle, 1961; John B. Gramlich, Cheyenne, 1961; Cecil R. Rein- 
stein, Cheyenne, 1961; Sam S. Zuckerman, Cheyenne, 1960; 
Joseph E. Hoadley, Gillette, 1960. 

MENTAL HEALTH COMMITTEE: Mark P. Farrell, Jr., Chair- 
man, Casper, 1960; Don W. Herrold, Cheyenne, 1961; Seymour 
Thickman, Sheridan, 1962; William N. Karn, Jr., Evanston, 
1962. 

MEDICAL ECONOMICS COMMITTEE: John B. Krahl, Chair- 
man, Torrington, 1961; J. B. Bennett, Evanston, 1961; Willard 
H. Pennoyer, Cheyenne, 1962; H. J. Aldrich, Sheridan, 1960; 
Thomas B. Croft, Lovell, 1960. 

ADVISORY COMMITTEE TO THE WOMAN’S AUXILIARY: 
Orville C. Reed, Chairman, Torrington, 1960; Joseph E. Hoad- 
ley, Gillette, 1961; Joseph Clark, Casper, 1962. 

AMERICAN MEDICAL EDUCATION FOUNDATION: Wilbur 
Hart, Chairman, Casper, 1960; John R. Bunch, Laramie, 1960; 
Chester E. Ridgway, Cody, 1960; William E. Rosene, Wheat- 
land, 1960; William A. Hinrichs, Douglas, 1961; Raymond E. 
Kunkel, Thermopolis, 1961; John H. Waters, Evanston, 1961; 
Curtis L. Rogers, Sheridan, 1962; Paul R. Holtz, Lander, 1962; 
Orson L. Treloar, Afton, 1962; Glen W. Koford, Cheyenne, 
1962; Paul A. Kos, Rock Springs, 1962; Guy M. Halsey, 
Rawlins, 1962. 

NECROLOGY COMMITTEE: James W. Sampson, Chairman, 
Cheyenne, 1962. 

GOTTSCHE FOUNDATION ADVISORY COMMITTEE: James 
W. Sampson, Chairman, Cheyenne, 1962; G. Myron Harrison, 
Rock Springs, 1962; Robert M. Fowler, Casper, 1961; J. Cedric 
Jones, Cody, 1961; Benjamin Gitlitz, Thermopolis, 1960; Paul 
J. Preston, Cheyenne, 1960. 

ADVISORY TO THE EASTER SEALS COMMITTEE: Oliver 
K. Scott, Chairman, Casper, 1960; Lester F.. Allison, Powell, 
1960; Nels A. Vicklund, Thermopolis, 1961; Harlan B. Ander- 
son, Casper, 1961; R. E. Kunkel, Thermopolis, 1962. 
POLIOMYELITIS COMMITTEE: Paul J. Preston, Cheyenne, 
1960; E. Chester Ridgway, Cody, 1962; Cecil R. Reinstein, 
Cheyenne, 1961; William A. Hinrichs, Douglas, 1962; Gordon 
C. Whiston, Casper, 1961. 

TIME AND PLACE COMMITTEE: Francis A. Barrett, Presi- 
dent-elect, Chairman, Cheyenne, 1960; Chairman of the Dele- 
gation from Converse County; Chairman of the Delegation 
from Fremont County; Chairman of the Delegation from 
Sheridan County; Chairman of the Delegation from Goshen 
County. 

RESOLUTIONS COMMITTEE: F. A. Barrett, President-elect, 
Chairman, Cheyenne, 1960; S. J. Giovale, Vice President, 
Cheyenne, 1960; Chairman of the Delegation from Carbon 
County; Chairman of the Delegation from Natrona County; 
Chairman of the Delegation from Northwestern County; 
Chairman of the Delegation from Albany County. 
PARLIAMENTARIAN: Francis A. Barrett, Cheyenne, 1960. 
ORIENTATION PROGRAM COMMITTEE: Mr. Arthur R. Abbey, 
Executive Secretary, Chairman, Cheyenne, 1960; J. Cedric 
Jones, Cody, 1961; Glen Koford, Cheyenne, 1960; William J. 
Thaler, Casper, 1960; James W. Sampson, Cheyenne, 1962. 
LABORATORY AND BLOOD BANK COMMITTEE: Ben M. 
Leeper, Chairman, Cheyenne, 1961; Edward Callaghan, River- 
ton, 1962; Roy W. Holmes, Casper, 1962; Virgil L. Thorpe, 
Newcastle, 1962; Sam Zuckerman, Cheyenne, 1960. 
HISTORICAL COMMITTEE: DeWitt Dominick, Chairman, 
Cody, 1960; Francis A. Barrett, Cheyenne, 1962; James W. 
Sampson, Cheyenne, 1962. 

CONSTITUTION AND BY-LAWS COMMITTEE: Wilber Hart, 
Chairman, Casper, 1960; W. Andrew Bunten, Cheyenne, 1960; 
Eugene C. Pelton, Laramie, 1961; Curtis L. Rogers, Sheridan, 
1962. 

CARDIO VASCULAR AND RENAL DISEASES AND PROB- 
LEMS OF AGING: Charles R. Lowe, Chairman, Casper, 1960; 
Norman R. Black, Cheyenne, 1962; Joseph E. Clark, Casper, 


for Fepruary, 1960 


1961; L. D. Kattenhorn, Powell, 1961; Joseph R. Volk, Jr., 
Torrington, 1962; Francis A. Barrett, Cheyenne, 1962. 
ARTHRITIS COMMITTEE: Joseph A. Gautsch, Chairman, 
Cody, 1960; Frank J. Bertoncelj, Rock Springs, 1960; Brendan 
Phibbs, Casper, 1961; Oliver E. Torkelson, Lusk, 1961; Charles 
R. Lowe, Casper, 1962. 

ENTERTAINMENT COMMITTEE: John Froyd, Chairman, 
Worland, 1960; Robert H. Bowden, Casper, 1960; R. E. Kunkel, 
Thermopolis, 1960; Donald G. MacLeod, Jackson, 1960. 
FINANCIAL ADVISORY COMMITTEE: Frederick H. Haigler, 
Casper; Carleton D. Anton, Cheyenne; Roscoe H. Reeve, 
Casper; Mr. Byron Hirst, Legal Counsel, Cheyenne. 
COMMITTEE ON WYOMING TUBERCULOSIS PROBLEMS: 
Roy W. Holmes, Chairman, Casper, 1961; James W. Barber, 
Cheyenne, 1960; S. J. Giovale, Cheyenne, 1962; Donald L. 
Becker, Casper, 1960; Russell H. Kanable, Basin, 1961; Harry 
B. Durham, Jr., Casper, 1960. 

RHEUMATIC FEVER COMMITTEE: Joseph P. Murphy, Chair- 
man, Casper, 1960; Robert C. Carnahan, Buffalo, 1960; David 
M. Fiett, Cheyenne, 1962; Tom S. Harris, Laramie, 1961; Roger 
K. Sell, Torrington, 1961; Orson L. Treloar, Afton, 1960; Bren- 
dan P. Phibbs, Casper, 1962. 

MEDICAL ADVISORY COMMITTEE FOR HIGHWAY SAFETY 
AND DRIVING STANDARDS: W. Andrew Bunten, Chairman, 
Cheyenne, 1960; Lloyd R. Evans, Laramie, 1960; Don W. 
Herrold, Cheyenne, 1962; Edward W. McNamara, Rawlins, 
1961; Kenneth N. Roberts, Casper, 1961; Harold F. Edwards, 
Lander, 1962; Royce D. Tebbet, Casper, 1960; James W. Samp- 
son, Cheyenne, 1962; W. H. Pennoyer, Cheyenne, 1962. 
SCHOLARSHIP COMMITTEE: George H. Phelps, Chairman, 
Cheyenne, 1960; L. W. Storey, Laramie, 1961; Charles Jeffrey, 
Rawlins, 1962; Roscoe Reeves, Casper, 1960; DeWitt Dominick, 
Cody, 1961; Carleton Anton, Cheyenne, 1962. 

ADVISORY TO VOCATIONAL REHABILITATION COMMIT- 
TEE: Charles H. Flint, Chairman, Thermopolis, 1960; H. B. 
Anderson, Casper, 1961; Duane M. Kline, Jr., Cheyenne, 1962. 
COMMITTEE TO STUDY THE AMALGAMATION OF VOL- 
UNTEER HEALTH AGENCIES: Seymour Thickman, Chair- 
man, Sheridan, 1960; Roger P. Mattson, Casper, 1961; Charles 
R. Lowe, Casper, 1961; R. W. Holmes, Casper, 1962; Brendan 
P. Phibbs, Casper, 1962. 

VETERANS AFFAIRS AND MILITARY SERVICE COMMIT- 
TEE: Louis G. Booth, Chairman, Sheridan, 1960; Nels A. 
Vicklund, Thermopolis, 1960; Glen W. Koford, Cheyenne, 1961; 
Richard P. Fitzgerald, Casper, 1961; G. Myron Harrison, Rock 
Springs, 1962. 
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WANT ADS 


FOR LEASE: Office space, 20x40 at 5280 Morrison 

Road. Space to build additional offices for associa- 
tion if tenant desires. Adequate off-street parking. 
Desirable, fast-growing section of Denver. Write Mr. 
Mason at above address or call WA. 2-1208. 2-11 


POSITION DESIRED: Desire position to do general 

practice in Rocky Mountain area. Associate or small 
grovp preferred. Aged 28. Oklahoma Medical School 
graduate. Currently in USAF. Available in July. Fam- 
ily. Contact S. A. Hope, M.D., 1105 Yale Avenue, 
Panama City, Florida. 2-22 


FOR SALE: McKesson B.M.R. (new), $100. Burton spot- 
light, $15. American Examining Table (like new), 
$150. Sclar Tompkins Suction unit with stand, $100. 
c.N Chair (like new), $30. Baumonometer, $20. 
Cameron Surgical Office Unit, $60. Microtherm (Ray- 
theon), value $700, $275. Maico Stethotrom, $30. Pro- 
fessional baby scale, $15. Call or write Harry G. 
Knapp, M.D., Rifle, Colorado. 2-TF 


WANTED: Surgeon for industrial practice in south- 

western New Mexico. Good salary and income from 
private practice. Must be licensed in New Mexico. 
For further details write to Dr. E. A. Rygh, Santa 
Rita, New Mexico. 2-31 


SECLUDED LIVING in beautiful Forest. Heights. 2% 

to 5-acre estate tracts. 1% miles east from U.S. 85- 
87 at Monument clover leaf on state highway 50. 
Covered with Ponderosa pine. Panoramic view. Ample 
water. $2,500 per tract with terms. Raymond H. 
Schreiner, owner. 819 Security Building, Denver 2, 
Colorado. CHerry 4-2904 or GRand 7-1969. 2-43 


NEVADA COMMUNITIES seeking physicians include 

Wells, Carlin, Austin, Beatty, Pioche, and Haw- 
thorne. Write Mr. Nelson B. Neff, Executive Secre- 
tary, Nevada State Medical Association, P.O. Box 2790, 
Reno, Nevada, for further information regarding these 
opportunities. 5tf 


Quality Drugs 
Jess L. Kincaid 
ADJUSTABLE CRUTCHES FOR RENT 


SURGICAL SUPPLIES 
DRUGS AND PRESCRIPTIONS 


Courteous Service 


Free Delivery in Lakewood 
and Vicinity 


RELIABLE DRUGGISTS 


VACANY in Denver Medical Clinic, 1401 Jackson, be- 
cause of illness. Four rooms, reception room and 
other facilities, including large off street parking. 
You pay only rent and one-third share of receptionist 
salary. Full use of Clinical and X-ray Laboratory serv- 
ice including supplies. Lease if desired. For details 
call DExter 3-6939. 7-T 


UNUSUAL OPPORTUNITY. Specialist wanted for asso- 

ciation with general practitioner. Will consider 
pediatrician. Full use of x-ray and laboratory equip- 
ment. Two treatment rooms, one furnished. Share 
nurse. Located in busy Pearl Mack shopping center, 
7069 Pecos, Medical Dental office. Contact Ferne 
Lapan, HA 9-3529, or HA 9-5496. Personal interviews 
only. 1-1TF 


ATTRACTIVE OFFICE for rent. Partially furnished 

if desired, good terms. 407 Professional Arts Build- 
ing, E. Colfax at Lafayette. Call M. Abelman, M.D., 
ALpine 5-4030. 10TF 


VERY LARGE PRACTICE for sale in town of 12,000, 

serving a population of 60,000. Rent in new building 
$115.00. Four large rooms fully equipped with two 
examination tables, X-ray, Thermo Copyiug machine, 
etc. Doctor deceased August 5, 1959. Write Box 868, 
Durango, Colorado. 11-5TF 


M.D., AGED 30, returning from service in Indonesia, 
desires locum tenens or association with Christian 
physicians beginning about August, 1960. Licensed in 
Colorado and Kansas, married, two children. Write: 
Herbert Friesen, M.D., Pakis/Taju, Java, Indonesia. 
12TF 


BEAUTIFUL new Applewood Valley Medical Center, 

in Metropolitan Denver's choicest location, has one 
single and one double suite available. Completely air 
conditioned. No other medical building in this area. 
Call BE. 7-1865 or write Byron Wilson, 10355 West 
18th, Denver 15. 12-23 


BOARD eligible dermatologist June. Desire informa- 

tion full or part time association with group or 
dermatologist, or opportunity for private practice. 
J. Maliner, 1220% S. Saltair Avenue, Los Angeles 25, 
California. 12-33 


FOR LEASE OR FOR SALE: Cherry Creek location 

in Denver. 6,000 sq. ft. or more of office space for 
doctors and professional men. Spacious building, good 
parking in Denver's finest, fastest growing profes- 
sional area...Cherry Creek! Surrounded by Denver's 
best residential areas. Write box 12-43, Rocky Moun- 
tain Medical Journal, 835 Republic Building, Denver 
2, Colorado. 12-43 


PRACTICE FOR SALE. Southwest Nebraska. Two- 

man, seven-year-old general practice grossing 
$70,000. Eleven-room well-equipped office with rea- 
sonable rent. Twenty-bed Community Hospital in 
town. Both partners specializing. Terms arranged. 
Reasonable distance from Colorado Rockies. Write 
box 12-53, Rocky Mountain Medical Journal, 835 Re- 
public Building, Denver 2, Colorado. 12-53 


BOARD eligible internist desires location in group 

practice in Rocky Mountain area. Write Box 12-63, 
Rocky Mountain Medical Journal, 835 Republic Build- 
ing, Denver 2, Colorado. 12-62 


EARNEST DRUG 
217 16th Street 


Prescription Specialists 


Telephones KEystone 4-7237—KEystone 4-3265 


FRESH—-CLEAN—COMPLETE 
PRESCRIPTION STOCK 


Free Delivery 


How 


Registered Trade Mark 
BOB'S PLACE 


A Bob Cat for Service 
TEXACO PRODUCTS 


Trade Mark 


300 South Colorado Boulevard 
Cow Town, Colo. 
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